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Bust Ready? A Unique Atlas to Help Explain Disease to Patients 


color, permit you to clearly explain to the patient: 
location of peptic ulcer, process of childbirth, how to 
administer insulin, self examination of the breast, ete. 


THAT THE PATIENT MAY KNOW by Dowling & Jones 
is a graphic source of help physicians have long need- 
ed. Nearly 100 diagrams and drawings, most in 
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The books listed on this 
page are a small cross- 
section of Grune & 
Stratton’s publications 
dealing with every aspect 
of specialized 


medicine... 


Our complete catalog 
(available on request) 
contains many more up- 
to-the-minute, clinically 
important books—pin- 
pointing information for 
the medical specialist 

as well as the physician 


who plans to enter 


a speciality .. . 
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CLINICAL PHARMACOLOGY AND THERAPEUTICS 


CLINICAL PHARMACOLOGY AND THERAPEUTICS will publish objective 
and authoritative papers dealing with the evaluation of the effects of 
drugs in man. It will present comprehensive papers on new drugs and 
critical re-evaluations of old ones. It will include editorials, symposia, 
reviews and a correspondence section for informal reports. It will also 
offer brief commentaries on new pharmaceuticals as they are intro- 
duced, with advice and prognostications of authorities, as unbiased 
guides to their use before extensive clinical experience is available. 


Papers To Appear In Early Issues: 


The Actions And Uses of Anthelmintics . . . The Respiratory And Circulatory 
Effects of Opiates And Narcotic Antagonists . .. The Pharmacologic Basis of The 
Choice And Use of Drugs In Myasthenia Gravis . . . The Present Status of Ana- 
bolic Agents . . . The Actions And Uses of Hypoglycemic Agents . . . The Mecha- 
nism of Action of Diuretics In Hypertension . . . The Newer Drugs In Amebiasis 
. . . The Problems, Pitfalls And Advantages of Cooperative Studies On Thera- 
peutic Agents . . . Epinephrine And Norepinephrine: A Review . . . The Pharma- 
cologic, Therapeutic And Toxic Effects of Placebo ... Experimentation With New 
Drugs On Man: A Symposium . . . Pharmacology of Muscle Relaxants In Man. . . 
The Developing And Testing of New Drugs By The Pharmaceutical Industry 
. .. Food And Drug Administration Methods In The Evaluation of Reports of 
Clinical Trials On New Drugs . . . Proteolytic Enzymes: A Therapeutic Evaluation 
. . . The Nature of The Anti-Inflammative Action of Salicylates . . . Poisonous 
Plants . . . The Reliability of Reports On Drug Evaluations In Man ... An Evalu- 
ation of New Drugs For Systemic Mycoses . . . Theoretical Approaches To A 
Rational Psychopharmacology . . . Man’s Hand In Bacterial Resistance To Anti- 


biotics. 


ENROLL HERE: 


Enroll now as a charter sub- 


scriber to this timely publica- 
tion devoted exclusively to 
clinical pharmacology and 
therapeutics! Take advantage 
of the generous introductory 


The C. V. MOSBY CO., 3207 Washington Bivd., St. Louis 3, Mo. 


Dear Sirs: Enroll me as a Charter Subscriber to CLINICAL PHARMACOLOGY AND 
THERAPEUTICS. Send the first two issues free. Bill me for $12.50 (Canada & Latin- 
America, $13.00; elsewhere, $13.50) for the next six bimonthly issues. 


(J I'm enclosing my check for $ 


(Attach your check; receive 3 issues free!) 


C) I am in General Practice, 


offer described on the enroll- 


ment form! 
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LEA & FEBIGER BOOKS OF EVERYDAY USEFULNESS 


Joslin—Treatment of 


Diabetes Mellitus 


By ELLIOTT P. JOSLIN, M.D., HOWARD F. ROOT, M.D., 
PRISCILLA WHITE, M.D., and ALEXANDER MARBLE, M.D., 
New England Deaconess Hospital, Boston. 798 pages, illustrated, 
1 plate in color. 153 tables. New 10th (1959) edition. $16.50. 


This classic work is one of the most useful books avail- 
able on the understanding, diagnosis and treatment of 
diabetes mellitus. Every chapter and nearly every page 
has been revised and brought up to date for this edition. 
Based on the treatment of more than $1,000 diabetics, 
including 1700 who were pregnant. 


Soffer—Diseases of the 
Endocrine Glands 


By LOUIS J. SOFFER, M.D., F.A.C.P., Attending Physician and 
Head of Endocrinology, Mt. Sinai Hospital, New York. 1032 
pages. 102 illustrations and 3 plates in color. 28 tables. 2nd 
edition. $16.50. 


This edition covers all clinical syndromes met in daily 
practice—and their complete management. Every phase 
of diagnosis and treatment is taken up clearly. “One of 
the very best books on endocrinology. Highly recom- 
mended.” Scope Weekly. 


Hewitt—Alcoholism 


By DONALD W. HEWITT, M.D., Charity Alcoholic 
Rehabilitation Center, Los Angeles. 112 pages, 51/44” x 73/44”. 
$3.00. 


Dr. Hewitt presents a comprehensive analysis of 
the deep-seated medical, sociological and pyscho- 
logical problems that confront alcoholic patients. 
This book helps general practitioners to meet to- 
day's widespread need for specific management, 
treatment and follow-up therapy of alcoholism. 
“Should help general practitioners in the over-all 
management of alcoholics.” Northwest Medicine. 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Company of Canada, Ltd., 70 Bond St., Toronto 


LEA & FEBIGE 


Please enter my order and send the books indicated below: 
(0 Check enclosed C) Bill me at 30, 60 or 90 days. 


Jostin—Treatment of Diabetes $16.50 
Soffer—Diseases of the Endocrine 16.50 


JLLA.M.A, 5-30-59 


Faust and Russell—Craig and 
Faust’s Clinical Parasitology 


md ERNEST CARROLL FAUST, A.B., M.A., Ph.D., Department 
of Tropical Medicine and Public Health, Tulane University 
School of Medicine, New Orleans; and PAUL FARR RUSSELL, 
M.D., M.P.H., Staff Member, the Rockefeller Foundation; Con- 
sultant to the Surgeon General, U. S. Army, 1078 pages. 346 
illustrations and 7 plates in color. 23 tables. 6th edition. $15.00. 


This is a widely recognized text and reference book on 
protozodlogy, helminthology and arthropods as agents 
and vectors of disease-producing organisms. Etiology, 
pathology, symptomatology, diagnosis, treatment, pre- 
vention and control are densile . A special Technical 
Appendix gives the techniques and aids which are avail- 
able for diagnosis and control. “Authoritative and 
necessary.” —Postgraduate Medicine. 


(We pay postage if remittance in full accompanies your order) 
() Charge under your monthly partial payment plan. 
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New and comprehensive survey of 


| Publishers of Medical and Scientific Books and Periodicals 


the basic facts... 


Robinson and Robinson: CLINICAL 
DERMATOLOGY FOR STUDENTS 
AND PRACTITIONERS 


“During World War II there was a rebirth of interest in dermatology. It E& % ed 
became apparent to those interested in this field that a dermatologist must not Sameera ts 5 
be solely dependent on a casual visual examination but must study the entire 
patient in order to arrive at a definite diagnosis. The diagnostician should 
not be content with the clinical impression afforded by morphologic skin 
changes, but, through experience gained by years of study and practice, must 
correlate laboratory findings and clinical symptoms. 
“The skin is not only a protective covering but is a functioning organ which 
has nervous, vascular, and hormonal communications with the viscera, 
central nervous system and the vascular system. It is the largest organ in the 
human body and frequently reflects disturbances in normal physiological 
functions, or pathologic changes elsewhere in the body. 
“The art of diagnosis applied to dermatology requires careful inspection of 
the patient by the examining physician and a detailed record of abnormal 
findings. The major portion of the book is devoted to a discussion of the 
morphologic appearances of the more common dermatoses, methods of diagnosis, 
the relationship of cutaneous lesions to systemic diseases, and suggestions for 
treatment. Brief mention is made of the more uncommon dermatoses." —Preface 


CONTENTS: Part I, General Considerations. Anatomy of skin. Physiologic and chemical 
functions of skin. Etiology of dermatoses. Diagnostic procedures. Dermal histopathology. 
Mycology. Allergy. Occupational dermatoses. Venereal diseases. Psychosomatic medicine applied 
to dermatology. Therapy. Part II, Morphologic Dermatology. Regional involvement by 

common dermatoses. Differential diagnosis charts: annular lesions; linear groups; grouped 
vesicles; umbilicated lesions; excoriated lesions; ulcers; alopecias. Lists of conditions: scale 
formation; hyperpigmentation or deposits of foreign pigment in the skin (macular lesions) ; 
atrophic changes; atrophic scars; common nonscaling conditions; eruptions which occur 

on trunk and extremities but rarely involve the face ; systemic diseases in which cutaneous lesions 
are a prominent feature. Macular eruptions. Papular eruptions. Vesicular eruptions. Pustular 
eruptions. Eruptions involving scalp and other hairy areas. Lesions involving mucous 
membranes. Sweat gland lesions. Nail lesions. Tropical diseases. Peripheral vascular diseases. 


By Harry M. RoBINSON, JR., B.S., M.D., Professor of Dermatology and Head of the 
Division of Dermatology, University of Maryland School of Medicine; Chief Dermatologist, 
University Hospital ; and RAYMOND C. V. Robinson, B.S., M.D., M.Sc. (Med.), Associate 
Professor of Dermatology, University of Maryland School of Medicine; Assistant Chief 

of Dermatology Clinic, University Hospital. 


June 1959 250 pp., 117 figs. $8.50 
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a major Improvement 


in rauwolfia... 


a major advance 


in antihypertensive therapy 


II 
CH,0-C— —0O-C— —0-C-0C, H, 


OCH 
OCH, 
Created in the laboratory by altering the reser- 


pine molecule so as to preserve an antihyperten. 
sive effect and minimize undesirable side actions 


Dosage: In new patients: Average initial dose, | to 2 tablets (1 to 2 
mg.) daily. Some patients may require and will tolerate 3 or more 


tablets daily. Maintenance dose will range from 14 to 3 tablets (0.5 to 


3 mg.) daily. When necessary for adequate control of blood pressure, 


more potent agents may be used adjunctively with Singoserp in doses 


below those required when they are used alone. 


In patients taking other antihypertensive medication: 
Add | to 2 Singoserp tablets (1 to 2 mg.) daily. Dosage of other agents 


should be revised downward to a level affording maximal control of 


blood pressure and minimal side effects. 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
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Minimizes the side effects problem in most hypertensive patients 


1. For new hypertensive patients Singoserp is a useful antihyper- 
tensive drug for new patients because it often lowers blood 
pressure with less of the side effects problem posed by conven- 


tional rauwolfia agents. 


2. For hypertensive patients already undergoing drug treatment 
Singoserp, added to any antihypertensive regimen, frequently 
makes it possible to maintain blood pressure levels achieved with 


more potent agents, while reducing their dosage requirements. 


Less sedation—‘‘It [Singoserp| is... definitely less sedative or 


29] 


tranquilizing [than reserpine]. 


Depression relieved—‘‘In those patients who had been depressed, 


[Singoserp] was substituted for other Rauwolfia preparations and 


within a period of one to two weeks this depression was relieved.’”? 


References: 1. Wolffe, J. B.: Mod. Med. 26:253 (Feb. 1) 1958. 2. Bartels, C. C.: To be published. 
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SATURDAY 


1959 FEBRUARY 195 1959 APRIL 1959 


still working this morning 


sulfa levels 
| for 24 hours 


(sulfamethoxypyridazine, Parke-Davis) with a single tablet 


MIDICEL differs from older sulfonamides because it affords all these clinical advantages: 
I tablet-a-day schedule—greater convenience and economy for patients - rapid effect— 
prompt absorption - prolonged action—effective plasma and tissue concentrations sus- 
tained day and night with 1 tablet daily - wide antibacterial spectrum—effective in 
urinary tract infections, upper respiratory infections, bacillary dysenteries, and surgical 
and soft tissue infections, due to sulfonamide-sensitive organisms - well tolerated—low 


dosage and high solubility minimize possibility of crystalluria. 
adult dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) 
for severe infections. Maintenance—1 tablet (0.5 Gm.) daily. 
children’s dosage: According to weight. 
See literature for details of dosage and administration. 
_ available: Quarter-scored tablets of 0.5-Gm., bottles of 24, 100, and 1,000. 
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he refered antidote 
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5 
: 
is ‘Mephyton’ (vitamin K,). 
; : 


“,...has a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 
reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 

Council on Drugs: New and Nonofficial Drugs, 
Philadelphia, J. B. Lippincott Co., 1958, p. 620. 


"For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki is much more 
effective than are the water-soluble preparations 
of menadione." 


Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, "Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions." 
Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and laboratory control, 
Virginia M. Monthly 85:230, May 1958. 


*...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones." 

Meyer, 0. 0.: Use of anticoagulants in the treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958. 


chemically identical with naturally-occurring vitamin K, 


Vitamin K, 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs, 
the patients are instructed to take 10 mg. and phone the doctor.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
MEPHYTON is a trademark of Merck & Co., Inc. 


@D merck SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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TO STOP DIARRHEA 


from all points... growing evidence favors 


FUROXONE 


brand of furazolidone 


# Pleasant-flavored Liguip, 50 mg. per 15 cc. (with kaolin and pectin) =" Convenient TABLETS, 
100mg. ® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


WIFT RELIEF OF SYMPTOMS 


NTROL OF “PROBLEM" PATHOGENS 
fesistance develops to this wide-range bactericide) 


We TOLERATED, VIRTUALLY NONTOXIC 


| ALANCE OF INTESTINAL FLORA PRESERVED 
(no moniliaYor staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 


fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FuROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 


with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 


and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 


received it either prophylactically or therapeutically.” 


Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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Blumenthal, B @ 


and Dixon, H. H.: 


of nervous, tense patients 
recovered or improved 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 
lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient’s mental efficiency, motor 
control, normal behavior or autonomic balance. 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


WALLace LABORATORIES, New Brunswick, N. J. 
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IN EDEMA: 


@ shows greater oral potency than any other 
class of diuretic agent 


@ each 25 mg. HYDRODIURIL orally is equivalent to 1.6 cc. 
meralluride |.M. 


@ has been reported to be effective even in certain patients 
who do not respond satisfactorily to other diuretics. 


@ has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


@ low toxicity—extremely well tolerated 


® often achieves the benefits of a low salt diet without the 
unpleasant restriction 


INDICATIONS: Hypertension, congestive heart failure of all degrees of severity, premen- 
strual syndrome (edema), edema and toxemia of pregnancy, renal edema—nephrosis, 
nephritis; cirrhosis with ascites, drug-induced edema, and as adjunctive therapy in the 
management of obesity complicated by edema. 

DOSAGE: |n edema—one or two 50 mg. tablets of HYORODIURIL once or twice a day. 

In hypertension—one or two 25 mg. tablets or one 50 mg. tablet HYDRODIURIL once or twice a 
day. 

SUPPLIED: 25 mg. and 50 mg. scored tablets HYORODIURIL (Hydrochlorothiazide) in 
bottles of 100 and 1,000. 

*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 

Additional information on HYORODIURIL is available to the physician on request. 

BIBLIOGRAPHY: | Esch, A. F., Wilson, 1. M. and Freis, E. D.:3,4-Dihydrochlorothiazide: 

Clinical Evaluation of a New Saluretic Agent. Preliminary Report; M. Ann. District of Colum- 

bia 28:9 (an.) 1959. 2 Ford, R. V.: The Clinical Pharmacology of Hydrochlorothiazide; 

Southern Med. J. 52:40 Vian.) 1959. 3 Fuchs, M., Bodi, T., Irie, S. and Moyer, J. H.: Prelim- 

inary Evaluation of Hydrochlorothiazide (‘HYORODIURIL’); M. Rec. & Ann. 51:872, (Dec.) 

1958. 4 Moyer, J. H., Fuchs, M., Irie, S. and Bodi, T.: Some Observations on the Pharma- 

cology of Hydrochlorothiazide; Am. J. Cardiol. 3:113, (Jan.) 1959. 


From basic research—basic progress 


NEW MEASURE ACTIVITY 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
m highly-active derivative of chlorothiazide 
® qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 


® loss of potassium is clinically insignificant in the great majority of 
patients on normal diets 


IN HYPERTENSION: 


@ effective by itself in some patients—markedly potentiates 
other antihypertensive agents 


@ provides background therapy to improve and 
simplify the management of all grades of hypertension 


™ has been reported by some investigators to have a greater 
antihypertensive potency in some patients than chlorothiazide 
at equivalent dosage 


@ does not lower blood pressure in normotensives 


@ reduces dosage requirements for other antihypertensive agents, 
often with concomitant reduction in their distressing side effects 


®@ smooths out blood pressure fluctuations 


PRECAUTIONS: It is important that the dosage be adjusted as frequently as the needs 
of the individual patient demand. When HYDRODIURIL is used with a ganglion blocking agent, 
it is mandatory to reduce the dose of the latter by at least 50 per cent, immediately upon 
adding HYDRODIURIL to the regimen. 

HYOROUIURIL has shown no adverse effects on renal function; for this reason it may be 
used with excellent results even in patients for whom the organomercurials are contra- 
indicated because of renal damage. 

The excretion of potassium is much lower than that of sodium or chloride and, as is the 
case with DIURIL®, the loss of potassium is clinically insignificant in the great majority of 
patients on normal diets. If indicated, potassium loss may easily be replaced by including 
potassium-rich foods in the diet (orange juice, bananas, etc.). 


MERCK SHARP & DOHME 


Division of Merck & Co., Inc. . Philadelphia 1, Pa. 
© 1959 Merck & Co., INC. 
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In Baghdad on the Tigris you'll find PENTOTHAL 


Ancient, exotic Baghdad grows more modern each day. 
Growing, too, is the use of Pentothal by clinicians here. And 
no wonder. With a background of over 3000 published 
reports, Pentothal ranks as a drug classic around the globe. 
Over 25 years of continuous use with nearly every known 
surgical procedure attest to an effectiveness, safety and 


literature unsurpassed in intravenous anesthesia. OGctt 


PENTOTHAL Sodium 


(THIOPENTAL SODIUM FOR INJECTION, ABBOTT) 


DRUG OF CHOICE THE WORLD OVER 


For a reprint suitable for framing of Thomas Vroman’s painting of Baghdad (opposite page), write: 
Professional Services, Abbott Laboratories, North Chicago, Illinois 
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RELIABILITY IN ACTION 


How much does your parenteral solutions dollar buy? 
There is more to consider than you see on the invoice. 

For example, does your solutions manufacturer main- 
tain his own distribution branches, so that fresh stocks 
are always nearby? Is his selection complete? Can you 
count on receiving whatever you want, whenever you 
want it? Does he offer you an experienced staff of field 


specialists devoted full time to hospital service? Does 


he prov 
as well, 
size? 

If yor 


they ar 


ABE 
SOL 


‘ovide you a broad line of general pharmaceuticals 


‘Il, to help build your orders to more advantageous 


your supplier is Abbott, the answers are yes. If not, 


are worth discussing with an Abbott man. Soon. 


SBOTT PARENTERALS 
LUTIONS AND EQUIPMENT 


BABE RUTH— 
reliability in action 
as painted by 

Tom Allen. 

For a handsome 
wide-margin print, 
write Professional 
Services, Abbott 
Laboratories, 
Nerth 


© 1959 ABBOTT LABORATORIES 
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NEW/ 
for maximum 
convenience 


CARNALAC is a standard Carna- 
tion Evaporated Milk formula, as 
usually specified — in convenient, 
ready-prepared form. The mother 
just adds water. Diluted 1:1, new 
Carnalac provides protein 2.8%; 
carbohydrate 7.1%* 3.2% fat; 
400 1.U. Vitamin D per reconsti- 


for maximum 
flexibility and 
economy 
Carnation Evaporated Milk formu- 


‘la is readily adjustable when 


baby requires individualized feed- 
ing. The great economy makes 
the slight extra trouble of adding 
the carbohydrate very acceptable 
to many young parents. 


EVAPORATED 


NO INCREASED + HOM 


. 
Kvaporated Milk infant formule 
tuted quart; 20 calories per oz. 
JTOVIGE uniform high quality and pro’ 


The response to an antidiarrheal preparation is directly linked 


yy to the effectiveness of its adsorbent. In both POLYMAGMA 
4 and PoLYMAGMA Plain, the new agent Claysorb* gives 
+ ou a previously unattainable adsorptive power... 
a y 
4 roved to be five times beyond that of kaolin in 
So removing diarrhea-causing toxins. In addition, 
% POLYMAGMA and POLYMAGMA Plain protect 
% the irritated intestinal walls, promote 
& well-formed stools, help restore 
% healthy intestinal function. 
% 
4. 
POLYMAGMA CK, 
For bacterial diarrhea— be, 
bactericidal against many pathogens . 
POLYMAGMA Plain %, 
For nonbacterial diarrhea— % 
same formula but without antibiotics <Y 
& 


Polymagma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, 
and Pectin with Claysorb* (Activated Attapuigite, 


Wyeth) in Alumina Gel ® 
*Trademark Philadelphia 1, Pa. 
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OF STONES AND GOUT ; 


Be: “The possibility of gout should be investigated in each 
patient with arthritis, irrespective of the apparent type.’”® 5 


“The concentration of uric acid in the serum has been 
< emphasized and re-emphasized as a diagnostic aid. In our 
experience it is a most valuable one.’”* 


“All patients complaining of non-traumatic musculoskele- 
tal discomfort should have at least one serum uric acid 
determination.’”* 
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common 
manifestations 
of gout 


OFTEN INDISPENSABLE 
FOR 
THE TREATMENT 
OF CHRONIC 
GOUT 


Benemid 


PROBENECID 


a specific for gout 


“As to the use of uricosuric agents in interval treatment of 
symptomless gout, probenecid [‘Benemid’], a benzoic acid 
derivative, is probably the best agent for prolonged use.’ 


| | | 
Age 50, male, severe attacks twice a year for 14 years 


Serum uric acid 


18 mos, pre-Benemid 
9 


Benemid 


m Minor attack of gout 


4 


1.0 

. dail | 
gms. daily 
diet 


Control of gout in therapy with ‘Benemid’, plus adherence to low purine and 
low fat diet. Two minor attacks occurred during the first year of treatment.6 


e has a most pronounced uricosuric effect 
e causes marked decrease in serum uric acid 
e acute attacks usually become less frequent and less severe 


e may cause regression in subcutaneous tophi, resorption of osseous tophi 
and recalcification of decalcified bony structure 


e arrests or prevents bone damage, so that need for surgery may be obviated 
e helps return patients to work 


e negligible toxicity 


Dosage between acute episodes: 0.25 Gm. twice daily for one week, followed by 1 Gm. daily in 
divided doses. (Many clinicians prefer to give ‘Benemid’ and colchicine concurrently.) 


Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 


1. Talbott, J. H.: The diagnosis and treatment of gout, Connecticut M. J. 21:890, Oct. 1957. 2. Smyth, 
C. J.: Gout, in Comroe’s Arthritis and allied conditions, ed. 5, Phila., Lea & Febiger, 1953, p. 756. 3. Lockie, 
L. M.: Symposium on gout: Diagnosis, Metabolism 6:269, May 1957. 4. Kuzell, W. C.; Schaffarzick, R. W.; 
Naugler, W. E.; Koets, P.; Mankle, E. A.; Brown, B., and Champlin, B.: Some observations on 520 gouty 
patients, J. Chron. Dis. 2:645, 1955. 5. Hench, P. $.: Gout and gouty arthritis, in Cecil, R. L.: A textbook 
of medicine, ed. 9, Phila., W. B. Saunders Co., 1955, p. 651, 656. 6. Bartels, E. C.: Symposium on gout: 
Treatment of gout, Metabolisinm 6:297, May 1957. “BENEMID’ IS A TRADEMARK OF MERCK & CO., INC. 


6 MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 


evacuation. 


Works ex 


Batts on the large 


s equally effective whethe wages 
ministered orally or by sup- 


pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or 2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative 


Ardsley, New York 
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Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 
® in inert, nontoxic aerosol vehicle. Contains no 


Medihaler- iso alcohol. Each measured dose contains 0.06 mg. 


isoproterenol. 


Epinephrine bitartrate, 7.0 mg. per cc., sus- 


° pended in inert, nontoxic aerosol vehicle. Con- 

Medihaler-—EPI tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, TOO 


, 


Northridge, Colif, 


ity within medical jon isoproterenol. 
3 
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Loan Insurance for Nursing Homes . . 


International Medical Research Program 
Approved . . 


Witnesses Urge PHS Radiation Safety Role . . 
Increase Reported in Poliomyelitis . . 
Va Receives Funds for Patient Care . . 


HOUSE ACTS ON LOAN INSURANCE 
FOR NURSING HOMES 


Both of the catch-all housing bills offered to the 
House in the session’s first major fight over economy 
in government contained loan insurance provisions 
aimed at stimulating construction of proprietary 
nursing homes. 

The House, voting mainly on party lines, cleared 
the 2.1-billion-dollar Democratic housing bill by a 
261 to 160 tally despite warnings by Republicans 
that the President might veto it. 

The floor action came after the House Rules 
Committee, which had held up for weeks a meas- 
ure cleared by the House Banking Committee, 
finally voted eight to four to allow consideration 
by the full House. However, the bill was sent to 
the floor under a procedure allowing a substitute 
and less costly measure to be offered as an alter- 
native. 

The administration promptly endorsed the sub- 
stitute, sponsored by Rep. A. S. Herlong Jr. (D., 
Fla.) and backed by most Republicans in the House. 

The sections of both bills dealing with proprietary 
nursing homes were identical. A Senate-approved 
housing bill contained a somewhat different nursin 
home provision. A conference committee compose 
of top members of the House and Senate Banking 
Committee had the responsibility of working out 
differences between the Senate and House versions 
of the housing legislation. 

The House and Senate bills authorized the Fed- 
eral Housing Administration to insure loans for con- 
struction or improvement of private nursing homes. 
Under the House version individual loans up to 
1 million dollars but not to exceed 75% of the cost 
of the installation could be insured by the agency. 
The Senate measure provides that individual loans 
up to $12,500,000 and not over 75% of the cost 
could be insured. 

State Hill-Burton authorities, who supervise the 
program of federal grants to help hospital construc- 
tion, would pass on the eligibility of nursing homes 
for the mortgage guarantees. However, the Senate 
voted to allow nursing homes rejected under this 
procedure to appeal to the FHA. There was no 
appeal provision in the House measures. 


The American Medical Association has supported 
the nursing home provisions. 

The most controversial issue was public housing. 
The committee bill called for an expanded program 
of federal construction of low-cost housing units. 
The Herlong bill did not provide for any new units. 

The substitute bill provided about 1.3 billion 
dollars for various housing programs, compared to 
more than 2 billion dollars in the committee bill, 
which opponents contended would throw the budg- 
et out balance. 


SENATE CLEARS INTERNATIONAL 
MEDICAL RESEARCH BILL 


The Senate approved and sent to the House the 
measure setting up a new National Institute for 
International Health and Medical Research. The 
outcome was a foregone conclusion, since 64 sena- 
tors of both parties had sponsored the measure. 

The new Institute would bring to eight the num- 
ber of branches of the National Institutes of Health, 
a part of the Public Health Service. 

The bill, introduced by Sen. Lister Hill (D., Ala.), 
chairman of the Senate Labor and Public Welfare 
Committee, authorizes $50,000,000 annually for the 
international program. It seeks to encourage and 
support planning of essential research on a world- 
wide basis. 

The administration had expressed some misgiv- 
ings about some details of the measure. Although 
the administration itself did not actively oppose the 
measure, Senate Republican leader Everett M. 
Dirksen (R., Ill.) led a fight against it. He told the 
Senate that it might unbalance the budget. 

Senator Hill said the measure would help mobi- 
lize the world’s best medical brains “against the 
killers that have bafled mankind through the 
centuries.” 

One objection by Arthur S. Flemming, Secretary 
of Health, Education, and Welfare, was that the 
$50,000,000 authorization might lead other nations 
to expect too much of the United States. 

The American Medical Association has endorsed 
the measure. Dr. Gunnar Gundersen, A. M. A. 
President, in backing the legislation, suggested to 
the Senate committee that the program should be 
primarily one of research rather than construction 
of research facilities. 

Although the measure did authorize grants for 
the improvement and construction of research fa- 
cilities, the committee declared that the language 
is “not intended to authorize any large-scale brick 
and mortar program.” 


(Continued on next page) 


3 
ts 
te 
4 
| 
| 
4 


“brand 


J.A.M.A., May 30, 1959 


The bill would place the research program under 
the U. S. surgeon general, provide a 19-member 
advisory council with control over financial grants, 
and authorize grants to the World Health Organi- 
zation and other international groups for research 
and research training. 

A specific prohibition against the supporting of 
operational public health or medical care programs 
was included. 


WITNESSES BACK RADIATION HEALTH 
RESPONSIBILITY TRANSFER 


Transfer of responsibility for radiation health 
protection from the Atomic Energy Commission to 
the Public Health Service was endorsed by most 
witnesses before a congressional committee, but as 
of this writing the administration still had not taken 
a position. 

The issue is being considered by a Senate labor 
and public welfare subcommittee headed by Sen. 
Lister Hill (D., Ala.), who has introduced a measure 
to carry out the shift. 

The legislation was prompted by the recent rec- 
ommendation of the National Advisory Committee 
to the Public Health Service. Chairman of the 
civilian advisory group, Dr. Russell H. Morgan, 
professor of radiology at os Hopkins University, 
told the subcommittee that he considered it “un- 
wise” for the same agency that handles promotion 
of nuclear energy uses to be responsible also for 
public safety aspects. 

Dr. Richard H. Chamberlain, professor of radi- 
ology at the University of Pennsylvania and repre- 
senting the American College of Radiology, 
supported the measure. But he said government 
regulation was only a partial answer and shouldn't 
interfere with the pondad use of x-rays. 

Bernard J. Conway of Chicago, speaking for the 
American Dental Association, advised a plan with 
“a minimum of federal control or sanctions.” 

The bill doesn’t specify just how the PHS would 
carry out a supervisory program but merely directs 
the agency to study the question and recommend 
a detailed program by next February. 

Dr. Berwyn F. Mattison, executive director of the 
American Public Health Association, proposed a 
“crash program” to assure adequate health protec- 
tion “lest the rapidly expanding advances in nuclear 
energy far outstrip corresponding safeguards for 
the public.” 

Another witness, Dr. Herman E. Hilleboe, com- 
missioner of health of New York state, said control 
over sources of radiation should be transferred to 
the states as soon as they could handle the job. 


POLIOMYELITIS CASES RISE; 
VACCINATIONS URGED 


The Public Health Service warned that almost 
twice as many cases of paralytic poliomyelitis have 
been reported during the first four months of 1959 
as during the same period last year. The increase, 
coming on top of a 45% jump in incidence in 1958, 
points up the need for a renewed vaccination effort 
across the nation, PHS said. 

A total of 283 cases has been reported so far in 
1959, compared with 147 for the same. period a year 
ago. Dr. John D. Porterfield, acting U. S. surgeon 
general, said, “We are at least two months away 
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from the polio peak, and there is still time to reverse 
this upward trend if communities will push their 
drives forward at full speed.” 

Indicating an increase in vaccinations, Salk vac- 
cine shipments to fill domestic orders totaled 
2,300,000 doses for the last week of April, high for 
the year. 

Dr. Porterfield said at least 5U million persons in 
the high-risk group under 40 years of age have not 
been fully vaccinated. Surveys in different parts of 
the U. S. reveal that the largest percentage of those 
who have received no shots at all is in the lower 
socioeconomic groups. 


VETERANS ADMINISTRATION ALLOTTED 
EMERGENCY APPROPRIATIONS 


President Eisenhower signed into law an emer- 
gency appropriations measure giving the Veterans 
Administration funds to carry on medical programs 
through the remainder of the current fiscal year that 
ends July 1, 1959. A total of $47,500,000 goes for 
VA’s inpatient or hospital operations and $6,900,000 
for outpatient care. 

The supplemental money bill also provided funds 
for other agencies. It granted $300,000 to the Food 
and Drug Administration for 50 additional staff 
members to handle the new program of checking 
the safety of chemical additives in food. 

The President’s signature also cleared the way 
for each state to receive $15,000 for activities in 
preparation for the White House Conference on 
Aging in 1961. A total of $846,000 was granted for 
the program. 

Supplemental appropriations are needed when 
federal agencies run out of the money granted 
them by Congress in the regular appropriations 
measures. 


MISCELLANY 


The Public Health Service has approved six new 
grants for research on ways to improve hospital 
patient care through studies of nursing practice, 
nursing education, administration of nursing serv- 
ices, and other factors affecting patient welfare. 
The grants, totaling $63,000, went to Cornell Uni- 
versity, University of California Medical Center 
(two), University of Florida, University of Utah, 
and Western Interstate Commission on Higher 
Education. 


CORRECTION 


Amphetamine Sulfate and Athletic Performance.— 
The study (pp. 542-558) by Gene M. Smith, Ph.D., 
and Henry K. Beecher, M.D., was completed only 
a short time ago. Development of the report and 
arrangements for printing it concurrently with pub- 
lic announcement of the recommendations of the 
American Medical Association’s Special Committee 
on Amphetamines and Athletes were, therefore, 
necessarily hurried. For this reason some errors 
crept into the tables. The authors did not receive 
proofs and had no opportunity to correct them be- 
fore publication. Corrected tables will appear in a 
subsequent issue of THe JourNAL and in the 
authors’ reprints. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 


North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Annual Meeting, Atlantic City, June 8-12. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

1960 Annual Meeting, Miami Beach, Fla., June 13-17. 


1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 


1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 
AMERICAN 
1959 
May 
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AMERICAN OPHTHALMOLOGICAL Socrery, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 


19, Secretary. 


INTERNATIONAL COLLEGE or SURGEONS, New York STATE SEcTION, Con- 
cord Hotel, Kiamesha Lake, May 28-31. Dr. Milton S. Weinberg, 3741 
75th St., Jackson Heights, N. Y., Chairman, Arrangements Committee. 


June 


American ACADEMY or Puysicrans, Atlantic City, N. J., 


June 6. Dr. Oscar 8S. Levin, P.O. Box 7011, Denver 6, Secretary. 


Amenican CoLLeEGE or ANGIOLOGY, WonLp CONFERENCE ON ANGIOLOGY, 


Marlborough Blenheim Hotel, Atlantic City, N. J., June 5-7. 


Dr. Alfred 


Halpern, 11 Hampton Court, Great Neck, N. Y., Executive Secretary. 
American or Cuest Puysicians, Atlantic City, N.J., June 3-7. 
Mr, Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 


Director. 


AMERICAN DERMATOLOGICAL Assoc1aTIon, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 


Secretary. 


American Association, Chalfonte-Haddon Hall, Atlantic City, 


N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 


Secretary. 


17, 


AMERICAN ELECTROENCEPHALOGRAPHIC SocrETy, Claridge Hotel, Atlantic 
City, N.J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 


Baltimore 1, Secretary. 


AmeEnicaN GASTROENTEROLOGICAL AssociaTIoN, Claridge Hotel, Atlantic 
City, N. J., June 5-6. Dr. Franz J. Ingelfinger, 69 E. Newton St., Boston 


18, Secretary. 


Amenican Gastnoscorpic Society, Atlantic City, June 7. Dr. Arthur M. 


Olsen, 200 First St., S. W., Rochester, Minn., Secretary-Treasurer. 


Amenican Gerniatnics Society, Hotel Traymore, Atlantic City, N. J., 
June 4-5. Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. IL, 


Secretary. 


AmenicaN Mepicat Association, Traymore Hotel, Atlantic City, N. J., 
June 8-12. Dr. F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10, 


Executive Vice-President. 


AMERICAN MepICAL WomeEN’s AssocraTion, Sheraton Ritz Carlton Hotel, 
Atlantic City, N. J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 


New York 19, Executive Secretary. 


AmenicaAN Nevro.ocicat Association, Claridge Hotel, Atlantic City, 
N.J., June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 


Secretary. 


AmenicaAN Orntnopepic Association, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsey Straub, 535 E. 70th St., New York 


21, Secretary. 


AMERICAN PuysicaL THenapy Association, Hotel Leamington, Minne- 
apolis, June 21-26. Miss Annetta Comell Wood, 1790 Broadway, New 


York 19, Executive Director. 


AMERICAN Proctro.ocic Socrery, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 


AMERICAN ReEUMATISM AssocIATION, Mayflower Hotel, 


Washington, 


D. C., June 2-6. Dr. Edward F, Hartung, 580 Park Ave., New York 21, 


Secretary. 


Society, Shelburne Hotel, Atlantic City, N. J., 
June 4-7. Dr. Oscar B. Hunter Jr., 915-19th St., N. W., Washington 6, 


D. C., Secretary. 


ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INc., Atlantic City, N. J., 
June 8-12. Dr. Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6, 


Secretary-Treasurer. 


HosprraL Association OF THE UNITED STATES AND CANADA, 
St. Louis, June 1-4. Mr. M. R. Kneifl, 1438 S. Grand Blvd., St. Louis 4, 


Executive Secretary. 


GASTROENTEROLOGY Resreancu Group, Claridge Hotel, Atlantic City, N. J., 
June 4. For information write Dr. Charles F. Code, Mayo Clinic, Roches- 


ter, Minn. 


Ipano STATE Mepicat Association, Sun Valley, June 14-17. Mr. Armand 


L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 


INTERMOUNTAIN Pepratric Socrety, Sun Valley, Idaho, June 26-28. Dr. 
J. R. Newton, Memorial Medical Center, 2000 S. 9th E., Salt Lake City, 


Utah, Publicity Chairman. 


INTERNATIONAL CARDIOVASCULAR Society, NonTH AMERICAN CHAPTER, 
Hotel Shelburne, Atlantic City, N.J., June 6. Dr. Paul T. DeCamp, 


8508 Prytania St., New Orleans, Secretary 


Marine Mepicar Association, The Samoset, Rockland, June 21-23. Dr. 


Daniel F. Hanley, P.O, Box 240, Brunswick, Executive Director. 


MepicaAn Liprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 


Mich., Secretary. 


Society ror INVESTIGATIVE Ritz Carlton Sheraton Hotel, 
Atlantic City, N.J., June 6-7. Dr. Herman Beerman, 255 §S. 17th St., 


Philadelphia 3, Secretary. 
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Society or BrotocicaL Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Society or NucLEAR Palmer House, Chicago, June 18-20. 
Dr. Morris T. Friedell, 104 S. Michigan Ave., Chicago 3, Chairman, 
Press & Public Relations Committee. 

Sourn Dakota STaTE MeEpicav. Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bldg., Sioux Falls, Executive Secretary 

Tue Enpocrine Society, Chalfonte- Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Upper PENINSULA MICHIGAN MEDICAL Society, Gateway, Land of Lakes, 
Wis., June 19-20. Dr. Richard D, Cecconi, Iron Mountain, Mich., Sec- 
retary. 

Wyominc State Mepicat Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R,. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 

July 


AMERICAN Socretry oF FaciaL PLastic SurGeny, New York City, July 17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Socrety or X-nay Tecunicians, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

OrneGON CANCER CONFERENCE, University of Oregon Medical School, 
Portland, July 16-17. Dr. Martin A. Howard, 1115 S. W. Taylor St., 
Portland 5, Ore., Chairman. 

Rocky Mountain Cancer CONFERENCE, Brown Palace Hotel, Denver, 
July 22-23. Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman. 


August 


AMERICAN CONGRESS OF PuysICAL MEDICINE AND REHABILITATION, Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. Augustin, 
30 N. Michigan Ave., Chicago 2, Executive Secretary. 

AMERICAN Dreretic AssociIATION, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

AMERICAN HospitaL Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VETERINARY MEDICAL AssociATION, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E. Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

BioLocicaL PHOTOGRAPHIC AssocIATION, INc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P.O., New York 17, Executive Secretary. 

NATIONAL MEDICAL AssociIATION, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

NEVADA STATE MeEpicaL Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

Rocxy Mountain Rapro.ocicaL Society, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

West Viacinta STATE MeEpicaL Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


September 


AMERICAN ASSOCIATION OF CLrnics, Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, The 
Homestead, Hot Springs, Va., Sept. 10-12. Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T. Fitts, Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

AMERICAN COLLEGE OF SURGEONS, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

AMERICAN COLLEGE OF SURGEONS, On1o CuaprTeR, Statler Hotel, Cleve- 
land, Sept. 11-12. Dr. Berton M. Bogle, 311 S. Market, Troy, Ohio, 
Secretary-Treasurer. 

AMERICAN ROENTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN Society OF The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E. Wells, 2052 N. Orleans, Chicago 14, 
Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S. Michigan 
Ave., Chicago 3, Secretary. 

CoLLEeGE OF AMERICAN PaTHOLocists, The Palmer House, Chicago, Sept. 
6. Dr. Arthur H. Dearing, Suite 2115, Prudential Plaza, Chicago 1, 
Executive Director. 

Cotornapo Strate Mepicar Society, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Sethman, 835 Republic Bldg., 
Denver 2, Executive Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, TENNESSEE SECTION, Chatta- 
nooga, Sept. 28-29. Dr. William G. Stephenson, Medical Arts Bldg., 
Chattanooga, Tenn., Regent. 

Kentucky MepicaL Association, Columbia Auditorium, Louis- 
ville, Sept. 22-24. Mr. Joseph P. Sanford, 1169 Eastern Pkwy., Louis- 
ville 17, Ky., Executive Secretary. 

(Continued on page 34) 
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Treatment is more successful when 
mental pressure and blood at 


are treated together 


Mil: 


Miltown in addition to ganglionic blocking therapy re- 
sulted in subjective and objective improvement in 35 of 87 
patients. On the antihypertensive agent alone, only 28 pa- 
tients improved.’ 


Literature 
and samples 
on request 


Nussbaum, H. E., Leff, W:A., Mattia, V.D., Jr. and Hiliman, An effective combination inthe 
treatment of the hypertensive patient. Am. J. M. Sc. 234: 150, Aug. 1957. 


original discovered ond introduced by WALLACE LABORATORIES, New Brunswick, N.J. 
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Fostex’ 


treats their acne while they wash 
... AND THIS IS HOW IT WORKS 


degreases the skin 


Patients wash acne skin with Fostex instead of using 
soap. Fostex washes off excess oil. it unblocks 
pores by penetrating and softening blackheads. It 
dries and peels the skin, removing papule coverings, 
thus permitting drainage of sebaceous glands, 
Fostex contains Sebulytic®,* a combination of sur- 
face-active wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial actions .. . 
enhanced by sulfur 2%, salicylic acid 2%, hexa- 
chlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate 
and sodium dioctyl sulfosuccinate. 


FOSTEX CREAM FOSTEX CAKE 
4.5 oz. jars .».in bar form 


Write for samples 


WESTWOOD PHARMACEUTICALS 


Buffalo 13, New York 
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MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting. Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

Mepicax Procress AsseMBLY, Tutwiler Hotel, Birmingham, Ala., Sept. 
138-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 

Micuican STATE MeEpicaL Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J]. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-ConTInENT Psycuiatric Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

MonTANA Mepicar Association, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N, 28th St., Billings, Mont., Executive 
Secretary. 

NATIONAL RECREATION Concress, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

NortH AMERICAN FEDERATION, INTERNATIONAL COLLEGE OF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Orecon Mepicar Socrery, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

TENNESSEE VALLEY AssEMBLY, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman. 

Unrrep STATEs SECTION, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Uran State Mepicar Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr. Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

WaAsHINGTON STATE MEDICAL AssociATION, Olympic Hotel, Seattle, Sept. 
13-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 

Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


ACADEMY OF PsycHosOMATIC MeEpictne, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct, 11-16, Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PerEpraTrRics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIL, 
Executive Secretary. 

AMERICAN ASSOCIATION OF MepIcAL REecorpD LisRARIANS, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AMERICAN COLLEGE or Cuest Puysicians, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Hotel Ambassador, At- 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

AMERICAN HEART AssocrIaTIOoN, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St., New York 
10, Secretary. 

AMERICAN Mepicat Writers’ Association, Chase Hotel, St. Louis, Oct. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quincy, IIl., Secretary. 

AMERICAN OTORHINOLOGIC SocrETY FOR PLAsTic SuRGERY, INC., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN PsyCHIATRIC ASSOCIATION, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AMERICAN Pusiic HEALTH Association, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

American Association, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SOCIETY OF ANESTHESIOLOGISTS, INC., Americana Hotel, Bal 
Harbor, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN Socrety or Facrat Priastic Suncery, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Socrety or PLAstic AND RECONSTRUCTIVE SURGERY, Hotel 
Fountainebleau, Miami Beach, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN SocreTy OF TROPICAL MEDICINE AND HyGreng, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 

ASSOCIATION OF INSURANCE MeEpicAL Directors OF AMERICA, 
Hotel Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, 
Prudential Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 

ASSOCIATION OF MEDICAL ILLUsTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey 
Ave., Omaha 5, Corresponding Secretary. 

CENTRAL NEUROPSYCHIATRIC ASSOCIATION, Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

~Concress OF NEUROLOGICAL SuRGEONS, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

DeLawareE, Mepicat Society or, Oct, 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 


(Continued on page 36) 
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ROCHE LABORATORIES IS 
PRIVILEGED TO ANNOUNCE 
A NEW DEVELOPMENT TO 
STOP AS WELL AS PREVENT 
VOMITING AND NAUSEA 


specific antiemetic / antinauseant entity ROCHE 
LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 


HCANT HYDROCHLORIDE =brand of trimethobenzam)de ;drochioride ROCHE® 
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Novahistine works better 
than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 

one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HCI 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 


Ine. 


PITMAN-MOORE COMPANY Division of Allied L 


Trademark 


INDIANA STATE MeEpICAL AssociATION, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

New Hampsume Mepicat Society, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, N.H., 
Executive Secretary. 

PENNSYLVANIA, MEDICAL SocreTY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

Vermont Mepicat Society, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

Vimcinia, MeEpicat or, Hotel Roanoke, Roanoke, Oct. 4-5. Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

Western Inpustrian Mepicat Association, Inc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 

Western Ontuorepic Association, Brown Palace Hotel, Denver, Oct. 
18-22. Vi Mathiesen, 354 21st St., Oakland 12, Calif., Executive 
Secretary. 

November 


AMERICAN ASSOCIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssocIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bidg., Nashville, Tenn., Secretary. 

AMERICAN Fracture Association, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, III., 
Executive Secretary. 

AMERICAN MeEpicaL WoMEN’s Association, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN MepicaL Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, III, 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 
6, D. C., Executive Secretary. 

CentTrat Socrety ror Researcnu, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLOGY, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
School of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or Mepica Socrery or, Statler-Hilton Hotel, Wash- 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

GASTROENTEROLOGY RESEARCH Group, Drake Hotel, Chicago, Nov. 6 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

GERONTOLOGICAL Society, INc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

INTER-Society Cyto.ocy Councit, Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretary-Treasurer. 

INTERSTATE PosTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

MIcHIGAN ACADEMY OF GENERAL Practice 13TH ANNUAL FALL Post- 
GRADUATE C.INIc, Sheraton-Cadillac Hotel, Nov. 11-12, Detroit, Nov. 
11-12. Dr. F, P. Rhodes, 970 Maccabees Building, Detroit 2, Immediate 
Past-President. 

Nationat Procrotocic Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

NATIONAL SocreTy FoR CripPpLep CHILDREN AND ApuLTS, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 Ww. Ogden Ave., 
Chicago 12, Executive Director. 

Omana Mip-West Socrety, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico Mepicat Association, Santurce, Nov. 22-26. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 
RADIOLOGICAL Society OF NortH AMeEnRicA, INc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S. Childs, 713 E. Genesee St., Syracuse 2, 

N. Y., Secretary-Treasurer. 

Socrety ror THE ScreNnTIFIC Stupy oF Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

SouTHERN Mepicat Association, Atlanta, Nov. 16-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

WESTERN SuRGICAL AssociaTION, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 

December 

New York Heart Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 


1960 
January 

AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, The Palmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

NortHwest Socrety ror CiinicaL Researcu, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 


(Continued on page 38) 
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AN ACKNOWLEDGMENT... 


MD INTERNATIONAL -—the most recent in our March of Medicine television series—has 
carried its story of American doctors in the remote areas of the world to an estimated 35 
million viewers here in the United States and to countless others at the Brussels World’s Fair. 


We are proud that MD INTERNATIONAL has recently received the coveted George Foster 
Peabody Award for “the outstanding television contribution to international understanding 


in 1958.” 

But this distinguished award is really a tribute to our doctors who devote their lives to the 
sick and the needy in the far corners of the world. Their inspiring example reflects the greatest 
credit on the medical profession and on our nation as well. 

We are particularly grateful for the cooperation of the American Medical Association which 
has joined us in presenting not only MD INTERNATIONAL but also the entire March of 


Medicine series. 
Smith Kline & French Laboratories 


MD INTERNATIONAL is available to physicians For information, write Medical Film Center, 
and medical groups as a 16 mm. color, sound Smith Kline & French Laboratories, 
motion picture. Philadelphia 1, Pa, 
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February 


AcapemMy or OccupatTionaL Mepicine, Williamsburg Inn, 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D. C., Secretary. 

Amernican Coutece or Inc., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

AMERICAN CoLLece or RaproLocy, Roosevelt Hotel, New Orleans, Feb. 
8-6, Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

AMERICAN AssociATIon, INc., Sherman Hotel, Chicago, 
Feb. 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

Cavirornta Mepicar Association, Ambassador Hotel, Los Angeles, Feb. 
21-24. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Centra Surncicat Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

Socmtry or Unriversrry SurGEoNns, Minneapolis, Feb. 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 


March 


AMERICAN Association, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locust 
St., Philadelphia 3, Secretary. 

Acapemy or Genera Practice, Philadelphia, Mar. 19-24. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN LARYNGOLOGICAL AssocIATION, Deauville Hotel, Miami Beach, 
Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

Amenican Oro.ocicaL Society, Deauville Hotel, Miami Beach Fila., 
Mar. 13-14, Dr, Lawrence R. Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

American Society ror PLastic SurcERY, INc., Deau- 
ville Hotel, Miami Beach, Fla., Mar. 6-13, Dr. Joseph G. Gilbert, 75 
Barberry Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHosomatic Society, Sheraton-Mount Royal Hotel, Mont- 
real, Mar, 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

Amenican Raprum Society, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar. 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 

Natrona Counci., Nationa Forum, Miami, Fila., 
Mar, 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

Nationa Scienosis Socrery, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

NeuRnosuncicaL Society or Amenica, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

SOUTHEASTERN SunGcicaL ConGress, Roosevelt Hotel, New Orleans, Mar. 
21-24. Dr. B. T. Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

SouTHWESTERN SuncicAL ConcGress, Riviera Hotel, Las Vegas, Nev., Mar. 
28-31. Miss Mary O'Leary, 1213 Medical Arts Bidg., Oklahoma City, 
Okla., Executive Secretary. 

April 

ALABAMA, MepicaL AssociIATION OF THE STATE OF, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., Mont- 
gomery 4, Executive Secretary. 

AMERICAN ACADEMY Or Neurno.Locy, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Minneapolis 17, Executive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16. Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Chicago, Apr. 11-15, Dr. 
Calderon Howe, Columbia Univ. College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Peabody, Memphis, Tenn., Apr. 28-30. Dr. Russell L. Holman, Dept. 
of Pathology, L. 8. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN ASSOCIATION OF RatLway SurcEeons, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C, Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GyNECOLOGISTS, Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

Amenican or Pruysicians, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E, R. Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

AMERICAN GASTROENTEROLOGICAL AssOcIATION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Franz J. Ingelfinger, 65 E. Newton St., Boston 
18, Secretary. 

AMERICAN PuystoLocicaL Society, Chicago, Apr. 11-15. Ray G. Daggs, 
D.Sc., 9650 Wisconsin Ave., Washington 14, D. C., Executive Secretary. 

American Pustic Association, Southern Branch, Memphis, 
Tenn., Apr. 18-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Society oF Brococicar Cuemists, [Nc., Chicago, Apr. 11-16. 
Dr. Frank W. Putnam, Dept. of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 
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AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
pevutics, Inc., Chicago, April. Dr. Karl H. Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN SOCIETY FOR THE Stupy or STERILITY, Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-8. Dr. Herbert H. Thomas, 920 S. 19th St., Birming- 
ham 5, Ala., Executive Secretary. 

AMERICAN SuRGICAL Assoc1aTIon, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 3-6. Dr. W. A. Altemeier, Cincinnati General Hospital, 
Cincinnati 29, Secretary. 

ARKANSAS MEDiIcaL Socrety, Pine Bluff, Apr. 18-20. Mr. Paul C. Schaefer, 
218 Kelley Bldg., Fort Smith, Ark., Executive Secretary. 

Frorma Mepicar Association, Robert Meyer Hotel, Jacksonville, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave., Jacksonville 3, Fla., 
Executive Director. 

Hawau Mepicar Association, Apr. 28-May 1. Mr. Lee McCaslin, 510 S. 
Beretania, Honolulu 13, Executive Secretary. 

InpUsTRIAL MepicaL Association, Rochester, N. Y., Apr. 26-29. Mr. 
Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

Iowa State Mepicart Society, Savery Hotel, Des Moines, Apr. 24-27. 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar, Baltimore, Apr. 20-22. Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

Nortu Dakota State Mepicat Association, Dacotah Hotel, Grand 
Forks, Apr. 30-May 3. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

TENNESSEE STATE MepicaL Association, The Maxwell House, Nashville, 
Apr. 10-13. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 
C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Texas, Executive 
Secretary. 

May 


AEROSPACE MeEpIcCAL AssociATION, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, Aerospace Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 

AMERICAN ASSOCIATION OF GeENrTo-URINARY SURGEONS, Dearborn Inn, 
Dearborn, Mich., May 11-13. Dr. William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 

AMERICAN Pepratric Society, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D. C., Secretary-Treasurer. 

AMERICAN Psycutatric Association, INc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

AMERICAN Socrety FoR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN UROLOGICAL AssociATIon, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Haddon Hall, Atlantic City, N. J., 
May 3-4. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

Lourstana State Mepicat Society, Capitol House, Baton Rouge, May 
2-4. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer. 

New Jersey, Mepicau Society or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18. Mr. Richard I. Nevin, P. O. Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicay Society, Western Skies Hotel, Albuquerque, May 
10-13. Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

NortH Society, Hotel Sir Walter Raleigh, May 1-4. 
Mr. James T. Barnes, Capital Club Bldg., Raleigh, N. C., Executive 
Secretary. 

July 

AMERICAN GorreR AssociATION, Royal College of Surgeons, London, Eng- 
land, July 5-9. Dr. John C. McClintock, 149% Washington Ave., Albany 
10, N. Y., Secretary. 


INTERNATIONAL AND FOREIGN 
1959 
May 


CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF 
Broncnui, Madrid, May 29-30. Prof. Jose Abello, Lagasca 13, Madrid, 
Spain, Secretary-General. 

INTERNATIONAL CONGRESS ON IRRADIATION OF ENDOCRINE ORGANS, 
Amsterdam, May 30-June 1. For information, write: Dr. Johanna M. 
van Went, Banstraat 30 hoek de Lairessestraat, Amsterdam Z I, 
Nederland. 

INTERNATIONAL HospiTaL EQuiPpMENT & MEDICAL SERVICE EXHIBITION 
(Seconp), Empire Hall, London, May 25-30. Mr. W. R. Kern, 40 
Gerrard St., Piccadilly, London, W. 1, England, Organizer and Director. 

Heartu Assemstiy, Geneva, May 12 (three weeks). For informa- 
tion write: World Health Organization, Palais des Nations, Geneva, 
Switzerland. 

June 


CANADIAN ASSOCIATION OF PHYSICAL MEDICINE AND REHABILITATION 
(77TH ANNUAL MEETING), Lord Nelson Hotel, Halifax, N. S., June 4-6. 
Dr. M. Mongeau, 6265 Hudson Rd., Montreal 26, Que., Secretary. 

CANADIAN FEDERATION OF BIOLOGICAL SocreTIES (CANADIAN PHYSIOLOGI- 
cAL Socrety, PHARMACOLOGICAL Society oF CANADA, CANADIAN 
ASSOCIATION OF ANATOMISTS, CANADIAN BIOCHEMICAL Society), Uni- 
versity of Toronto, Toronto, Ont., Canada, June 9-11. Dr. E. H. Bensley, 
Room 710, The Montreal General Hospital, Montreal 25, Que. 


(Continued on page 40) 
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Sanborn achievement 
in electrocardiographs 


the completely new, 2-speed 


SANBORN Model! 100 ViISO-CARDIETTE 


Here is an electrocardiograph in which no detail has been overlooked to give 
you diagnostically accurate information...the greatest possible operating 
convenience ...and modern, functional attractiveness. With thirty-five years of 
experience, this is the finest electrocardiograph Sanborn Company has ever 
produced. Priced at eight hundred fifty dollars, delivered continental U.S. A. 


SAN BORN COMPANY 


MEDICAL DIVISION +175 Wyman St., Waltham 54, Mass. 
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Canapian Pustic AssociaTion MEETING), Sheraton 
Mount Royal Hotel, Montreal, Que., June 1-3, G. W. O. Moss, 
150 College St., Toronto 5, Ont., Honorary Secretary. 

Concarss ano InreanationaL or Tecunicians or HEALTH, 
Pare des Expositions, Porte de Versailles, Paris, France, June 9-12. For 
information write the Secretariat of the Congress, 37, rue de Montholon, 
Paris 9e, France. 

INTERNATIONAL CONFERENCE ON MepicaL Evectrronics, UNESCO Bldg., 
Paris, June 24-27. Dr. F. Brackett, National Institutes of Health, 

Bethesda 14, Md., Regional Program Representative. 

INTERNATIONAL Association, Amsterdam, Netherlands, June 
7-13. For information address: Dr. B. S. ten Berge, Women’s Hospital, 
Groningen, Netherlands. 

INTERNATIONAL Hosprrat Cononess, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- 
General. 

Intse Mepicar Association, Killarney, June 29-July 3. Dr. Noel Reilly, 10, 
Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

PAN-AMERICAN Conoress ON RueuMaAtic Diseases, Washington, D. C., 
U. 8. A., June 2-6. Dr. Richard T. Smith, West Point, Pa., U. S. A., 
Secretary-General. 

July 


Brrrish Mepicat Association, Edinburgh, Scotland, July 18-24. For in- 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W. C, 1, England. 

CANADIAN MepicaL Association, Edinburgh, Scotland, July 18-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL CONGRESS OF PEDIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2800 Tupper St., Montreal 

25, Que 

INTERNATIONAL ConGuess OF PLastic Suncerny, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England. 

INTERNATIONAL Concnress or RapioLocy, Munich, Germany, July 23-30. 
For information write: Sekretariat, des 9, Internationalen Kongresses fiir 
Radiologie, Reitmorstrasse 29, Munich 22, Germany. 

INTERNATIONAL CoNnGRESS OF SCHOOL AND Universtry (THmp), 
Paris, France, July 6-8, For information write: Comite d’Organisation 
du Congres d’Hygiene Scolaire et Universitaire, 13, rue du Four, Paris 
6e, France. 

INTERNATIONAL Mepicar CONFERENCE ON MENTAL RETARDATION 
(Fmsr), Eastland Hotel, Portland, — duly 27-31, Dr, Ella Langer, 
State House, Augusta, Me., Ch on Finance and 
Arrangements. 

INTERNATIONAL PsYCHOANALYTICAL AssociaTION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press (47TH Concress), Cologne, 
Germany, July 3-5. Dr. Stockhausen, Brabanterstr. 13, Cologne, Ger- 
many, Secretary-General. 

Suaro Founpation Sympostum on Diseases, Hotel 
Tequendama, Bogota, Colombia, July 27-31. Dr. Alberto Vejarano, 
Fundacion A. Shaio, Clinica; Carretera de Suba, Bogota, Colombia. 


August 


INTERNATIONAL ASSOCIATION OF LimnoLocy, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History oF Scrence, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL ConGrESS OF Scrences, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Pan-AMERICAN ConGress OF VETERINARY MepicrINE, Kansas City, Mo., 
U. S. A., Aug. 23. Dr. Benjamin D. Blood, P. O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Wor.ip Conrerence On Mepicat Epucation, Palmer House, Chicago, 
Ii, U. S. A., Aug. 30-Sept. 4. For information address: Dr, Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U.S. A. 

Feperation ror Mentat Hearn, Barcelona, Spain, Aug. 30- 
Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 
England, Secretary-General. 


September 

Concress or INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24, Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

Evropean Concress or ALtercy, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

European Concress Or RueumMatisM, Istanbul, Turkey, Sept. 18-21. For 
Information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey 

Evnorean Socrety or (Seventn Concress), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W. 2. 

INTERNATIONAL CARDIOVASCULAR Society, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL Concress OF Am Po.iution, New York City, Sept. 9-10. 
For information write: American Society for Mech iz 
29 W. 39th St., New York 18. 


INTERNATIONAL Concress or Cancer Cyto.ocy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P. O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL ConGRESS OF NepHro.tocy, Geneva, Switzerland, and 
Evian, France, Sept. 3-5. For information write: Dr. G. Richet, Hospital 
Necker, 149 rue de Sevres, Paris 7e, France. 
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INTERNATIONAL Leacue Acarnst Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL SymMPpostuM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
Cuemornerapy, Geneva, Switzerland, Sept. 12-13. For information 
write Dr. P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11- 
18. Dr. T. I. Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of B ammer, Cologne, 
Germany. 

Concress ror Puysican THerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

MeEpicaL Association, Montreal, Canada, Sept. 7-12. Dr. Louis 

H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


British Mepicat Association, ANNUAL CLINICAL MEETING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B.M.A. House, 
Tavistock Square, London, W. C. 1, England. 

CANADIAN SOCIETY FoR THE Stupy or Fentitrry, Queen Elizabeth Hotel, 
Montreal, Oct. 23-24. Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurer. 

CONGRESS OF THE ASSOCIATION OF FRENCH SPEAKING Puysicians, Lau- 
sanne, Oct. 7-9. For information write: Prof. Delore, 13, rue Jarente, 
Lyon, France. 

CONGRESS OF THE FRENCH-SPEAKING ASSOCIATION OF PEDIATRICS (17TH), 
Montpellier, France, Oct. 12-14. Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL CONGRESS OF THERAPEUTICS, Strasbourg, France, Oct. 
19-31. For information write: Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NUTRITION AND VITAL SUBSTANCES 
(51m), Konstanz-Zurich, Switzerland, Oct. 7-11. For information write: 
Secretary-General, Bemmeroderstr. 61, Hannover-Kirchrode, Germany. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TREPONEMATOSES, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


November 


BAHAMAS MEDICAL CoNFERENCE, British Colonial Hotel, Nov, 27- 
Dec. f7. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 


December 


BauaMas Suncicat ConFrERENCE, British Colonial Hotel, Nassau, Dec. 28- 
Jan. 16. For information write: Dr. B, L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 
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The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JounNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Coronet, June, 1959 

“Our War Against the Super-Microbes,” by Bernard Seeman. 
The article discusses antibiotic-resistant microbes—particu- 
larly staphylococcic infections. The author points out that 
“precious as antibiotics may be, they cannot replace care- 
ful diagnosis and sound medical procedures. Strict hygienic 
practices that can prevent infections should not be aban- 
doned in the blithe hope that a wonder drug can cure 
anything.” 


Saturday Evening Post, May 23, 1959 
“The Dangers of Penicillin,” by Steven M. Spencer. 

Mr. Spencer underscores the dangers of penicillin, which 
has the dubious distinction of topping all other drugs as 
a cause of allergic reactions—ranging from hives to sudden 
death. The use of penicillinase to combat penicillin re- 
actions is also discussed, but with the warning that it, too, 
may cause serious side-effects. According to Dr. Milton 
Reisch of New York, “In extremely young individuals, 
debilitated patients, and in the aged who may not tolerate 
respiratory or cardiac embarrassment, it is advisable that 
administration of penicillinase be held in abeyance.” 


| | 


a significant medical advance 
. for peripheral vascular disorders 


CYCLOSPASMOL 


Cyclandelate (3,5,5-Trimethylcyclohexy! Mandelate), 
\ves-Cameron; U.S, Patent No, 2,707,193 


e Orally effective 
e Clinically proved 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for 
peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata- 
tion. It, therefore, promotes optimal tissue response and healing. 

“The criteria of success were not only the clinical course, but 
also objective symptoms, such as claudication time, healing of 
extensive gangrenous lesions, and skin temperature.” 


Ulceration of three months’ duration, After three weeks’ treatment with After six weeks’ treatment with Cy- 
refractory to cod-liver oil ointment CYCLOSPASMOL and topical antibac- CLOSPASMOL 
and antiseptic compresses terial agent 


For control of intermittent claudication in: 


Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) 


Also indicated in: 
Ulcerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


VG SUPPLIED: Tablets, 100 mg., bottles of 100. 
IVES-CAMERON Comprehensive literature on request 


COMPANY REFERENCE: 1. Van Wijk, T.W.: Angiology 4:103, 1953. Brs.iocraPny: 1. Gillhespy, R.O.: Brit. 
? : M. J. 2:1543, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:134, 1953. 
Philadelphia 1, Pa. 4. Reeder, J.J.: Geneesk. gids. $1:370, 1953. 5. Kappert, A.: Schweiz. med. Wehnachr. 85:237, 1955, 
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NATIONAL ORGANIZATIONS OF MEDICAL INTEREST 


J.A.M.A., May 30, 1959 


SOCIETY 
American 
Public Health Association. 
Radium Society ...... 


Rheumatism Assn. . 
Roentgen Ray Society . 
School Health Assn. 

y for C linical Investiga 


y for the Study of Sterility. 
y of Anesthesiologists. 

y of Biological Chemists.. 
y of Clinical Pathologists. 
y of Maxillofacial Surgeons 
of Plastic & Reconst. Sure... 
of Tropical & Hygiene 

Assn. 


Society 
Surgical 


Therapeutic Society ... 
Trudeau Society 
Urological Assn 
Venereal Disease Asan. 
Veterinary Medical Assn. 
sn. for Research in Nervous & Ment. 
Assn. for Research in Ophthalmology. 
Assn. of American Medical Colleges. 
Assn. of American Physicians 
Assn. of Life Ins. Med Dir. of America 
Assn. of Medical ag 
Assn. of Public Health Phy 
ssn. of State & Te rritorial” Tiealth Officers 
Biological Photographic Assn........ 
Central Assn. of Ob. & Gyn. 
Central Neuropsychiatric Assn. 
Central Society for Clinical Research... 
Central Surgical Asso. 
Cliniea!l Orthopaedic Society. 
College of American Pathologists. 
Gerontological Society 
'ndustrial Medical 


iation 


“A. 


Interstate Postgrad. Med. Assn. of N. 
Medical Library Assn. 
National Medical Assn 


National Multiple Sclerosis Society 
National Proctologic Assn 
National Tuberculosis Assn. 
Neurosurgical Society of America. 
Radiological Society of North America. 
Society for Investigate Dermatology... 
Society for Pediatric Research 

Society for Vascular Surgery sosencen 
Society of American Bacteriologists.. 
Society of Biological Psychiatry 
Society of Clinical Surgery 
Society of Neurological Surgeons. 
Society of University Surgeons... 
Southeastern Surgical Congress. 
Southern Medical Assn. 
Southern Surgical Assn. 
Southwestern Medical Assn...... 
Southwestern Congress.. 
The Endocrine Socie 

Western Industrial Medical “Assn. 
Western Orthopedic Assn. 
Western Society of ——: Ene ephalography 
Western Surgical Assr 

Woman's Auxiliary to “the Am. Med. 
World Medical 


Assn. 


..|Leona Baumgartner, New York City 


.| Kdward LL. 


..|Tom D. Spies, Birmingham, Ala... 
.-|Daniel E. 
.| William M. Coppridge, 


William B. 


.|Hamilton Ford, 


.|Charles D. 


{Mario 
... {Collin 8, MacCarty, Rochester, Minn.. 
.| Laurence L. 


‘| Kdward J 


PRESIDENT 


Theodore R. Miller, New York 16.... 


3, Bunim, Bethesda, Md 
Barton R. Young, Philadelphi 
Delbert Columbus, 0 
Robe 


8. 
Chicago 

Louis 8. Goodman, Salt Lake City. 
Charles Lee Buxton New Haven, Conn. 
Daniel C, Moo 


Harland G. leveland 
"toledo. Ohio.. 
8S. Dunn, New York 21.... 
Louis T. Byars, Louis 8. 
Lewis W. “Berkeley, 

Warren H. Cole, Chicago.... 


Jenkins, Houston, Tex. E. 


John McK. Mitchell, F 
Castle, Bost 
Newark, N. J.. 
Francisco 21.. 


Kirkland, 
San 


Henry B. 
Miss Kay Hyde, 


Sanford P. Lehman, Seattle.. Joseph M. Bistowish, P. O. Box 1117, Tallahassee, 
D. G. Gill, Montgomery, Ala. M. F. Shanholtz State Office Bidg., Richmond, Va... 
Mr. Leo C. Massopust, Milwaukee. Miss J. Waters, Box 1668, Grand Central P, 0., N. 

Axel N. Arneson, St. Louis 8.. Edwin J. DeCosta, 104 8. Michigan Ave., Chicago 3. 


Galveston, Texas. 
Gordon, Madison 6, Wis. 
Branch, Peoria, 


Edgar 8 


Robbins, Boston 14 


William F. 
Donald B. Lindsley, Los Angeles 24.. 


James T. Priestley, Rochester, Minn....... 
Arthur Underw Wash. 
‘harles Jacobsen, Denmark ‘ 


4. 


ately. 


NOTICE 


When you change your address in 


advertising material. 


If you would like to change the ad- 


please notify the A. M. 


| your official medical records at the 
| A. M. A., the same address change 
will be reported to the advertising 


list users who send you direct mail 


dress at which you are receiving 


advertising promotion material, 


A. immedi- 


F. Hartung, Park Ace. 


_|A. 0. DeWeese, 
Farber, 550 Ist Ave., 
"|J. F. A. McManus, Univ. of Ala. 
.|K. H. Beyer Jr., Merck Sharp Dohme, "West Fotnt, Pa..... 


Wilmette, 
Fla., Gainesville.......... 
2052 N. Orleans, Chicago 14. 
Orion H. Stuteville, 700 N. Michigan Ave., Chicago 11 
508 E. 8. Temple, ane City. 


Bir 
3. Remlinger, 802 Ashiand’ “Ave., 
.| Frank W. 
‘|Mr. Claude E. Wells, 


‘|Thomas R. Broadbent, 
8 B. Hill, 3575 St. Gaudens Rd., 
. A. Altemeier, Cincinnati Gen. ‘Hosp., Cincinnati 29 


Buster. 915 19th 


L. Raines, 
A. 


| H. Young, 2530 Ridge Seg 
Royal 8. Schaaf, 
Miss Rose M. Reynolds, 42na and Dewey Ave., 


.|Raymond K. Thompson, 
D. 8S. Childs, 713 E. 


H. H. Turner, 1200 N. Walker St., 


Miss Vi Mathiesen, 354-2ist 8t., 
Kenneth A. Blinn, 4120 Atlantic Ave., 
John T. Reynolds, 
Miss Margaret Wolfe, 
Louls H. Bauer, ‘olum bus Circle, New Yor 


| 
| 
| 


SECRETARY 


.| Berwyn F. Mattison, 1790 Broadway, New 
.|Robert L. Brown, Emory Univ., Atlanta, Ga... 


New York 21 


MEETING 


Good, 200 Ist St., 8. 
515 “Main 


. 19th 


Atlantic City, N, J., May 1- 2 


Chicago, April 
Cincinnati, Apr. 


1-3 


Putnam, U. of 


Miami 33 


ger, 1790 Broa New 
188 8. Beliewse Bivd., 


Nicholas J. Fiumara, , ’. Shepard, State Dept. of Health, Trenton, N. 

RK. E. Hebrassier, Columbus, 0) H. FE. Kingman Jr., 600 8S. Michigan Ave., Chicago 5. 
.|Lee Eaton, Rochester, . Rollo J. Masselink, 700 W. 168th St., New York 32.. 

Hunter H. Romaine, N o Lorand V. Johnsen, 10515 Carnegie Ave., Cleveland 


Beeson, Yale U. Sch. of Mec 
P. O. Bex £94, 1, 


R. M. Patterson, Ohio 8. Univ, Col, of Med., Columbus 10, Ohio 
Austin S. Weisburger, 2065 Adelbert Rd., Cleveland 6 
A, D. Melachlin, Victoria Hosp., 


London, Ont., 


803 Cathedral 
Genesee St., 
17th St., 


..| Walter C, Lobitz Jr., Hanover, Herman Beerman, 255 8. 
.. {Sydney 8, Gellis, ‘ Clark D. West, Children’s Hosp., Cincinnati... 
‘|Arthur Blakemore, New York 32. Swan, 4200 9th Ave., 
.|Harry Eagle, Bethesda, Md... . M. Foster, Univ. of Wisconsin, 
Joseph Wortis, Brooklyn, N. Y. N. Thompson, 2010 Blvd. 
dames Priestly, Rochester, Minn. F. F. Un niv. Kans., Kansas City, Kan.. 
‘|Leonard T. Furlow, St. Louis 8 Bronson 8. Ra bE. 68th St., New York 21. 
Henry T. Randall, New York 21. Ben _Eiseman, 4200 F h ‘Denver 
B. T. Beasiey, Atlanta, Ga.. |B. T. Beasley, 45 Edgewood A ve. Ve E. 
Milford O, Rouse Mr. V. 0. Foster, 2601 Highland A Pees od 5, Al 
.. dames D, Rives, George G. Finney, 2947 St. Paul ‘Baltimore 18.. 
Louis G. Jekel, Russell L. Deter, 1501 Arizona St., El Paso, Tex. 
Fred H. Crock, Fort Smith, C, M. O'Leary, 1213 Med. Arts Bidg., Oklahoma C 


Remington, 9851 Sepulveda Blvd., 
Oakland 12, Cal 


612 N. Bivd.., 
535 N 


N.W., D.C..... 
Memphis, ‘Tenn. 


New Haven | 11, 
Omaha 5 
la... 


Canada. 


Baltimore 


racuse 2, N. Y... 
Philadeiphia 3 


Oklahoma City... 
Los Angeles 45. 


Long Beach, 
Chicago 10. 


Chicago, Sept. 7-11 

Miami Beach, Fla., Oct. 18-23 
Indianapolis, Oct. 28-31 

Sulphur Springs, W. Va.. 


Atlantic City, J., June 4-7 


.|Chicago, May 16-19 
Kansas City, Mo., Aug. 24-28 


‘|Atlantiec City, N. June 8-12 
.| Chicago, Nov. 


Atlantic City. N. ‘.. May 3-4 
New York City, Oct. 21-23 
Seattle, Oct. 7 


.| Washington, D. 

.| Montreal, FN “Aug. 31-Sept. 3 
Chicago, Sept. 24-26 

New Orleans, Oct. 16-17 
Chicago, Nov, 6-7 

Chicago, Feb, 18-20 


.|Mareus J. Stewart, Memphis 3, Tenn. ee H. Franz, 1810 Weaithy St. 8.E., Grand Rapids. | Mich. 
..(Charles P, Larson, Tacoma, Wash.. H. Dearing, Prudential Plaza, Suite 2115, Chica; Sept. 
Mr. Louis Kuplan, Sacramento, Calif. W. Kleemeier, St is... .| Detroit, Nov, 12-14 
..|D. John Lauer, Pittsburgh Clark D. Bridges, 28 E. Jackson, Chi , Roches er, N. Y.. Apr. 26-29 
Samuel Marshall, Boston... Erwin R. Schmidt, Box 1109, Madison 1, ’ "|Chieago, ‘Nov. 2°5 
Miss Isabelle Anderson, Den Mrs. H. T. Perkins, 333 Cedar t., New Haver . 
K. Stillmon Smith, Macon, Ga. John T. Givens, 1168 Chureh St., Norfolk 10, Va. .|Detroit, Aug. 10-13 
Mr. Ralph C. Glock, New York...... .|Mr, Donald Vail, 257 Fourth Ave., New York 10... .|New York, Mar. 8 
Peggy Cornet, Chicago Heights, George E. Mueller, 59 Madison Chicago 2. .|Chicago, Nov. *59 
Fischer, New Yo rs. Wallace B, White, 1790 Broadway, New York 15 Chicago, May 


24-29 
Del Monte Bond Calif., Mar. 30 
15-20 


Chicago, Nov. 
Buck Hill Falls, Pa., 


St. Louis, May 10-15 
Atlantic City, N. J., June 13-14 


May 8-9 


Minneapolis, Feb, 11-13 
New Orleans, Mar, 21-24 
Atlanta, Ga., Nov, 16-19 


Las Vegas, Nev., Mar, 28-31 


Los Angeles, Oct. 2-3 
Denver, Oct. 18-22 


Colorado Springs, Colo., Nov. 19-21 
Atlantic City, N. J., e 8-12 
..'Montreal, Canada, Sept. 7 12 


“If it’s sprained, doctor, would a 


diamond studded bracelet do it any good?” 


| Atlantic City, N. J., Oct, 19-23 
| Mar. 17-19 
Washington, D, C., June 2-6 
hester, Minn }Cincinnati. Sept. 22-25 
Sor hology 
: 
= 
: Sook Bal Harbour, Fia.. Oct. 5-9 
Socic I AL 11-16 
Soc 
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Kantrex isa “first choies antibiotic for use in 
fections due to staph and “gram negatives 


because it is: 


e bactericidal—not merely bacteriostatic e does not encourage the development of 
° rapid-acting resistant organisms in clinical usage 


e effective against a wide range of organisms, e ‘most likely to succeed’ — in saving time, 
including many strains resistant to other cutting the cost of illness, reducing com- 
antibiotics plications and bringing about a successful 

e well tolerated in specified dosage therapeutic result 


clinically 


in over 1600 cases by 111 investigators, reported in 42 published papers 


POST-SURGICAL INI INFECTION 
KANTREX Clinical Report No. 799 
RAPID RESPONSE TO KANTREX 


dramatic 
response 


(even after other 
antibiotics failed) 


E. D., a 73-year-old male, underwent a suprapubic cystotomy and fulguration of 
papillary carcinoma of the bladder. His temperature began rising on the 10th 
postoperative day; subsequently urine and blood cultures yielded A. aerogenes. 
After penicillin, tetracycline and chloramphenicol failed to alter the course 
of the infection, KANTREX brought about a dramatically rapid improvement. 


— Rutenburg, A. M., et al.: Annals N.Y. Acad. Sci. 76:348, 1958. 


* 
ecause it 1s: 
: typical 
102 
|wac x 1000 | 7.4 20.3 «97 100 
: 
ly: Available as a ready-to-use sterileaque- X Injection, 0.5 Gm. kanamycin 
solution in two concentrations (sta> sulfate) in 2mi. volume. 
{ 
KANTREX Sensitivity Discs comprehen. literature available on request Bristol 
BRISTOL LABORATORIES INC., Syracuse, New York 
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enhanced utility 
for special needs 


SERTS 


(FORMERLY FURACIN URETHRAL SUPPOSITORIES) 9.2% Furacin and 2% diperodon + HCl, 


an efficient local anesthetic, in a water- 


dispersible base. Each hermetically 


sealed in silver foil, box of 12. 


“extremely convenient and effective”... 
“for topical treatment of infections in 
relatively inaccessible body orifices or 


wound sinuses” 


Gilliotte, B. W.: Clin. Med. 6:223, 1959 


NOW PRESCRIBED FOR = draining wound sinuses (surgical or traumatic) 
e juvenile vulvovaginitis « infections of the nares, external auditory 
canal, endocervix and anorectum a as well as for urethral indications 
= provide adequate antibacterial concentrations at hard-to-reach sites of 
infection « relieve local pain and discomfort «= slender, tapered shape 
permits easy introduction 


NITROFURANS...a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


EFI 9-1682B 


t 
brand of nitrofurazone 
4 
: 


MERCK SHARP & DOHME in cooperation 
with American Medical Association 
presents 


AMA 
BULLETIN 

THE AIR 


A series of television reports 
from the 108th Annual 
Meeting in Atlantic City 


PHILADELPHIA WFIL-TV 
ATLANTIC CITY 


Monday-Thursday CHANNEL 6 
5:30-6:00 pm 


BOSTON WBZ-TV 


Thursday and Friday CHANNEL 4 
7:30-8:00 pm 


NEW YORK WOR-TV 
Thursday CHANNEL 9 


WASHINGTON WTTG 


Thursday and Friday CHANNEL 5 
11:00-11:30 pm 
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REC@RD 
UNSURPASSED 
SAFETY 


WITH 
H... ACTHAR'’GEL 


SAFETY—never a matter of 
short-term trials—is meas— 
ured by years of experience. 
A record of more than eight 
years of continuous treatment 
in a closely supervised group 
of eight patients, with no 
serious side effects noted, 
gives a measure of safety un-— 
surpassed by any similaragents. 


EXPERIENCE is a solid basis 
for determining safety. Highly 
Purified ACTHAR Gel has the most 
extensive clinical and experi-— 
mental background, with the long— 
est history of use in practice. 


HIGH PURITY contributes to 
the wide margin of safety of 
the product—the only ACTH 
preparation which may be given 
subcutaneously, intramuscu- 
larly, or intravenously (by 
infusion). 


SUPPLIED: 5 cc. vials of 20, 
40, 80 U.S.P. Units per cc. 
Also in a disposable syringe 
form, in a potency of 40 U.S.P. 
Units per cc. 


ARMOUR 


Highly purified ACTHAR Gel is the Armour 
A: Pharmaceutical Company brand of purified 
repository corticotropin (ACTH). 


ARMOUR PHARMACEUTICAL COMPANY 
Armour Means Protection 
KANKAKEE, ILLINOIS 


J.A.M.A., May 30, 1959 


FROM OTHER PAGES 


ds 


Lord Nelson’s Medical Expenses 


Preserved among the manuscripts at the National Maritime 
Museum is... the account sent by Admiral Horatio Nelson 
to the Commissioners for Sick and Wounded Seamen for the 
expenses incurred in the amputation and subsequent treat- 
ment of his arm. ... Nelson received his injury in the attack 
on Teneriffe on the night of July 24-25th 1797....In 
February 1797, Britain enhanced her prestige and strength- 
ened her maritime supremacy by defeating the Spanish fleet 
off Cape St. Vincent. News now being received that a 
Spanish treasure ship had put into the harbour of Santa Cruz, 
it was decided to put the victory to practical use and a 
small force was dispatched to capture the prize. The squad- 
ron, consisting of four ships of the line, three frigates and a 
cutter with Nelson in command, set sail for Teneriffe on 
July 15th. 

But the expedition was unsuccessful. British casualties, in 
killed, wounded and drowned, amounted to two hundred 
and fifty. Nelson was one of the first to fall. As he stepped 
on shore with the attacking force, he received a musket-shot 
through the right elbow, which wound might have proved 
fatal had not his stepson, Lieutenant Josiah Nisbet, had the 
presence of mind to tie a handkerchief round the arm above 
the lacerated vessels. Although the “Seahorse,” under the 
command of Captain Thomas Francis Fremantle, was the 
nearer vessel, Nelson insisted on being taken to his flagship 
“Theseus,” lest his appearance should alarm Mrs. Fremantle 
who had accompanied her husband as was permitted in 
those days. Back on board, amputation by the circular 
method, through the middle third of the arm, was immedi- 
ately performed. There were no anaesthetics and the opera- 
tion consisted of a few speedy cuts with the amputating 
knife, tying of the vessels and stitching up. 

In the “Theseus” were two surgeons, Thomas Eshelby and 
Louis Remonier. ... His [Eshelby’s] fee, the sum of £36, is 
the second item in the list which reads as follows: “Paid 
Thomas Eshelby for amputating my arm quitting the 
Theseus and attending me to England in the Seahorse 
frigate from the 25th July to 3rd September.” The first item 
refers to Remonier who received twenty-four guineas for his 
services which included attendance for fourteen nights until 
17th August. Eshelby alone accompanied his patient when he 
was transferred on that date from the “Theseus” to the “Sea- 
horse” for the voyage home. . . . 

These first two items in the list of expenses are interesting 
also because they give evidence of the fact that medical men 
in the service were apparently permitted to make special 
charges for duties additional to those normally required of 
them. The basic pay of the naval surgeon at this period was 
£5 per month together with 2d. per head per month for 
each member of the crew, so that these extra fees must have 
been a very welcome supplement to their income. 

After two weeks’ treatment in Bath, Nelson decided to go 
to London, apparently not being satisfied with the progress 
of his recovery, for he still suffered constant pain from the 
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infected amputation stump. The cause of this has been stated 
to have been the accidental inclusion of a nerve, the median 
or ulnar, in the ligature... . 

Nelson’s lodgings in London were 141, Bond Street and 
here, for thirty days, his wound was tended by “Mr. Cruik- 
shanks,” whose remuneration was a guinea a day. This was 
William Cumberland Cruikshank, the anatomist who had been 
William Hunter’s partner in the Windmill Street School 
from 1774 until 1783 and who was the author of the first 
English authoritative work on the lymphatics. ... No date is 
given for what appears to have been a special consultation 
of three surgical experts to give advice, at a guinea each... . 

The last complete item on the account of expenses is of a 
payment of twenty-three guineas to Michael Jefferson for 
attendance from October 19th to December 13th. Jefferson, 
therefore, assumed the treatment of the wound when Cruik- 
shank’s “30 days’ attendance” was completed.—Jessie Dobson, 
B.A., M.Sc., Lord Nelson and the Expenses of His Cure, 
Annals of the Royal College of Surgeons of England, 
August, 1957. 


Barium-140 Radioactivity in Foods 


The presence of the fission products barium-140 and lan- 
thanum-140 in certain foodstuffs in the United States during 
periods of nuclear weapons tests . . . in the amounts observed 
in no way constitutes a hazard; it carries none of the potential 
implications associated, for example, with strontium-90. It is 
of practical concern primarily to those engaged in measure- 
ments of radioactivity near the natural levels, and when an ac- 
curate summation of total radiation is desired. As in the case 
of cesium-137, measurements of barium-140/lanthanum-140 
may also be of value in the study of the fallout process. 

Barium-140 has a half-life of 12.8 days, and its daughter 
lanthanum-140 has a half-life of 40.2 hours. Because of their 
somewhat similar biochemistry and the short half-life of 
lanthanum, secular equilibrium is likely to be maintained in 
biological systems, and both nuclides will follow the chemis- 
try of barium. The biochemical behavior of barium-140 is 
similar to that of calcium and of strontium-90, but the short 
half-life of barium-140 and the larger biological discrimina- 
tion factors against it render it potentially much less dangerous 
than strontium-90. 

The presence of barium-140 was first noted in some deer 
in New Mexico during the summer of 1956—presumably the 
result of the United States nuclear test Operation Redwing. . . . 
A threefold increase was noted in the gamma activity in the 
spectral region from 1 to 2 Mev (normally potassium-40 
only). This corresponds roughly to a barium-140 activity of 
0.03 per 70 kg., which is 6 percent of the maximum permis- 
sible amount for man, on the basis of the “large population” 
value. A cow taken directly from the New Mexico range 
showed a similar amount of barium-140, but commercial beef 
did not, perhaps because of the time lag between slaughter- 
ing and the appearance of the meat on the retail] market. . . . 
Barium-140 appeared in several United States milk samples 
during the months of June, July, and August, 1957, presum- 
ably as a result of distant fallout from the test operation in 
Nevada, Operation Plumb-bob, and perhaps from test oper- 
ations of the U.S.S.R. Identification of the excess activity in 
the potassium region of the spectrum was again possible on 
the basis of the measured half-life—E. C. Anderson; R. L. 
Schuch; W. R. Fisher; and M. A. Van Dilla, Barium-140 
Radioactivity in Foods, Science, Feb. 7, 1958. 


ANNOUNCING 
CHYMAR*’ OINTIE 


PROTEOLYTIC - ANTIBIOTIC 


CORTICOID ACTIVITY 


cleans the wound 

@e removes necrotic tissue, crusted 
cell debris, pyogenic membrane, 
exudates 


exposes wound surface to full 
effects of the anti-infective and 
anti-inflammatory agents 


clears infection 
e destroys both gram—negative and 
gram-positive bacteria 


e prevents further bacterial invasion 


controls inflammation 
e reduces topical erythema, edema 
and pruritus 


e keeps patient more comfortable 
while lesions heal 


Beneficial in treatment of contact 
dermatitis, infectious dermatitis, 
seborrheic dermatitis, stasis dermatitis, 
neurodermatitis (infected), burns (2nd 
and 3rd degree), cuts and abrasions, 
otitis externa, boils, psoriasis, 
impetigo, pruritus ani, 
abscesses, pustular lesions, 
mycosis fungoides 
(secondarily infected), 

ulcers (topical,e.g. 

decubitus, cautery, 
osteomyelitis, varicose). 


Each gram contains: 
Proteolytic Activity® 
10,000 Armour Units 
Neomycin Palmitate (as base) 3.5 mg. 


Hydrocortamate Hydrochloride 1.25 mg. 


In a water-miscible ointment base. 
Available in 1/6 oz. (56 Gm.) and % oz 
(15 Gm.) tubes. 


*Provided by a concentrate of the pancreatic 
enzymes (e.g. chymotrypsin and trypsin), 


ARMOUR 


3 
ARMOUR PHARMACEUTICAL COMPANY . 
A Leader in Biochemical Research 


KANKAKEE, ILLINOIS 
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patients have received 


Madribon 


highly acclaimed because of its 90% effectiveness... 
widely accepted because of less than 2% side effects 


IN RESPIRATORY AND OTHER INFECTIONS — In more than 15,000 reported 
cases, Madribon has demonstrated remarkable effectiveness, characterized by rapid 
control of symptoms and disappearance of inflammation and infection. The action 
of Madribon is rapid and sustained, with minimal side effects. 


IN CHRONIC INFECTIONS — Because it can be administered economically over 
long periods of time, Madribon is particularly useful in chronic bacterial infec- 
tions. Even when Madribon was administered for as long as twelve months in a 
substantial number of reported cases, it was found to be well tolerated. 


NEW 


the 125-mg capsule form of Madribon 
Whenever q.i.d. dosage is desirable 


The fastest growing antibacterial bibliography: 


1. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 
53-56, Feb. 1959. 2. J.C. Elia, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 61-64, Feb. 1959. 
3. E. H. Townsend and A. Borgstedt, Antibiotics Annual 1958-1959, New York, Medical Ency- 
clopedia, Inc., 1959. 4. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Jennings, Antibiotic Med. & 
Clin. Therapy, 6: (Suppl. 1), 32-39, Feb. 1959. 5. S. Ross, J. R. Puig and E. A. Zaremba, Anti- 
biotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 6. H. P. Ironson and 
C. Patel, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 40-43, Feb. 1959. 7. T. D. Michael, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 57-60, Feb. 1959. 8. W. A. Leff, Antibiotic Med. 
& Clin. Therapy, 6: (Suppl. 1), 44-48, Feb. 1959. 9. J. F. Glenn, J. R. Johnson and J. H. Semans, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 49-52, Feb. 1959. 10. W. P. Boger, Antibiotics 
Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 11. B. A. Koechlin, W. Kern and 
R. Engelberg, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 22-31, Feb. 1959. 12. R.J. Schnitzer 
and W. F. DeLorenzo, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 17-21, Feb. 1959. 13. R. J. 
Schnitzer, W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Exper. Biol. & Med., 
99:421, 1958. 14. W. F. DeLorenzo and R. Russomanno, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 14-16, Feb. 1959. 15. B. Fust and E. Boehni, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 3-10, Feb. 1959. 16. W. F. DeLorenzo and A. M. Schumacher, Antibiotic Med. & 
Clin Therapy, 6: (Suppl. 1), 11-13, Feb. 1959. 17. O. Brandman, C. Oyer and R. Engelberg, 
J. M. Soc. New Jersey, 56:24, Jan. 1959. 18. L. O. Randall, R. E. Bagdon and R. Engelberg, 
Toxicol. & Appl. Pharmacol., 1:28, Jan. 1959. 


MADRIBON®—brand of sulfadi i thoxy Ifanilamido-1,3-diazine) 
MADRIQID™*- 


ROCHE LABORATORIES «* Division of Hoffmann-La Roche Inc + Nutley 10 + N. J, 


51 

| 

| 

| 

~ 

2.7 

(ASSHE) 

| 

| 


mind and muscle 


in skeletal-muscl/e disabilities... 


for whole-patient response in spasm, 


Meprobamate is supported by hundreds of clinical 


studies that demonstrate relaxing action on both 


brain and skeletal musculature. This is why EQUANIL 


stands as an obvious choice of many physicians 


concerned with whole-patient response. EQUANIL re- 


duces muscular spasm and tension, aids in the 


restoration of mobility, speeds rehabilitation, lessens 


the emotional overlay.'-° Its wide margin of safety 


is well documented in medical practice. 


1. Mitchell, E.H.: M. Ann. District of Columbia 27:190 
} (April) 1958. 2. Cooper, C.D., and Epstein, J.H.: Am. J. 
Se j M. Sc. 235:448 (April) 1958. 3. Vazuka, F.A.: Neurology 
= 7 8:446 (June) 1958. 4. Cobey, M.C.: Am. Surgeon 24:350 
, oF \ (April) 1958. 5, 6. Wein, A.B.: M. Ann. District of Colum- 
bia 27:346 (July) 1958; Clin. Med. 6:44 (Jan.) 1959. 


Wyeth 


® 
hiladelphia 1, Pa. 


Meprobamate, Wyeth 


central action 
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rigidity, psychic tension 


Partial indications—spasm 
or tension secondary to: 


sprains, strains, contractures 

fibrositis, myositis 

low-back syndrome 

whiplash injury 

frozen shoulder 

cervical-rib syndrome 

herniated intervertebral disk 

wryneck 

rheumatoid arthritis 

rheumatoid or traumatic 
spondylitis 

certain neuromuscular 
disorders 


... specific muscular action 


| 
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What 


The Truth About 
Dietary 


Recently a great deal of interest has been aroused 
on the question of a possible etiologic link between the 
ingestion of food fats and pathophysiologic changes 
in certain body tissues. 

Basic research on this problem is being 
carried on throughout the world, the approach rang- 
ing from animal experimentation to biochemistry, to 
ethnological statistics. 

In a number of instances the lay press has 
prematurely reported the findings of one research 
group or another, without the benefit of unbiased com- 
petent evaluation. Some scientific as well as lay 
articles have attempted to correlate inconclusive, 
fragmentary, and conflicting results, frequently lead- 
ing to undesirable confusion. 

The problem, however, is far from settled. 
If final results of this world-wide research establish 
beyond reasonable scientific doubt that fat intake is 
directly related to degenerative disease, accurate in- 
formation should be provided for the profession so 
that in turn the public may be properly enlightened. 


“*A large amount of information has been made 
available in recent years relating fats to the 
causation of atherosclerosis, coronary artery 
disease, and other similar diseases. However, 
the data are so incomplete and conflicting that 
it is impossible to draw conclusions which are 
universally acceptable to nutritionists and 
medical authorities.” 


STATEMENT BY NATIONAL RESEARCH COUNCIL 


On the other hand, if conclusive evidence 
points to little or no etiologic relationship between 
fat ingestion and degenerative disease, it will become 
difficult for the scientific world to counteract the 
cumulative effects of misinformation on the public 
mind. 

Furthermore, evidence is accumulating to in- 
dicate that lowering of the plasma cholesterol by 
limitation of dietary fat and by administration of 
unsaturated fatty acids may actually increase the 
deposition of cholesterol in the tissues.! 

The obvious need at present is for basic re- 
search and proper evaluation as well as unprejudiced 
correlation of findings from all quarters, so that the 
medical profession as well as the public may be pro- 
tected from the publicizing of premature and un- 
warranted conclusions. 


1, Kuhl, W. J., Jr., and Cooper, J.: Exchangeable C4-Choles- 
terol Pool Size as an Index of Cholesterol Metabolism: 
Effect of Low Fat and Highly Unsaturated Fat Diets, Proc. 
Cen. Soc. Clin, Res., J. Lab. & Clin. Med. 52:919 


(Dec.) 1958, 


“Until it is clearer which fats are more de- 
sirable nutritionally and which, if any, are 
undesirable — major changes in American die- 
tary habits are not to be recommended.” 


The Role of Dietary Fat in Human Health: National 
Academy of Sciences— Nationa! Research Council, 
Washington, D. C., Publication 575, 1958. 


American 
Main Office, Chicago... Members Throughout the United States 


Meat Institute 
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there’s no juice 
& a 
like citrus juice 
As a high-potency source of vitamin C, 
citrus juice—fresh, frozen, or canned —is 
unmatched for convenience and economy. 


The table below shows amounts? of other 
fruit juices required to supply the 100 


mg.* of vitamin C in one glass (7-9 fl. oz.) 
of citrus juice. 


citrus 1 glass 

apple 50 glasses Fil Hie 

grape 9 glasses | \ 

pineapple _| 3-4 glasses wii 

prune 50 glasses Fue 

+Data calculated from: Watt, B. K. et al., U.S. 


Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 


*This is the peak of the 
Recommended Daily 
Allowances for adolescence 
or pregnancy; 150 mg. dur- 
ing lactation; 70-75 mg. for 
normal adults. 


ORANGES F Or! a 
GRAPEFRUIT 
TANGERINES BLORIDA CITRUS COMMISSION « Lakeland, Florida 
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AN AMES CLINIQUICK © 


CLINICAL BRIEFS FOR MODERN PRACTICE 
For the control of anoxemia in status asthmaticus, which form of 
aminophylline therapy is indicated...rectal, oral or intravenous? 
Either rectal or intravenous. The therapeutic efficacy of the drug is greater by these 


routes of administration. After the acute phase has passed, oral aminophylline may 


be administered. 
Source—Koelsche, G. A.; Carryer, H. M.; Peters, G. A., and Henderson, L. L.: J.A.M.A. 166:1541 (March 29) 1958. 


in asthma, for acute attacks...day-to-day prophylaxis 


® 
A M i i ET suppositories with unique nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 
rapid, prolonged relief without the gastric upsets of oral aminophylline 


now in 3 “weight-proportioned” dosage forms... 


an ke Strength for children over 40 Ibs. 0.125 Gm. (1% gr.) 0.025 Gm. (% @r.) 0.015 Gm. (4% gr.) 
g. 


a for individuals over 80 Ibs. 0.25 Gm. (3% gr.) 0.05 Gm. (% gr.) 0.03 Gm. (42 gr.) 
g. 


Full Strength for adults 0.5 Gm. (74 gr.) 0.1 Gm. (14 gr.) 0.06 Gm. (1 gr.) 


All 3 dosage forms now in protective foil strips. Available: Boxes of 12. AMES 
COMPANY, INC 
Etkhart Indiana 
Toronto Canada 
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your patient has 

high blood pressure 
plus one or more of 
these complications: 
anxiety 
congestive failure 

tachycardia 
edema/overweight 
control all the 
symptoms with just 
one prescription 


reserpine CIBA) 


Combination Tablets 
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_ B.P.: 180/125 mm. Hg 
Heart rate: 96 beats/min. 
Enlarged heart 


| 


\ 
SSS 


High blood pressure 
plus tachycardia 


Therapy: Esidrix-Serpasil. Rationale: Heart- 
slowing effect of Serpasil to prolong diastole, 
allow more time for recovery of myocardium, 
increase coronary blood flow, improve cardiac 
efficiency. Potentiated antihypertensive effect for 
greater blood pressure control. 


new 


B.P.: 205/145 mm. Hg 


Orthopnea 
Venous engorgement 
IN Ascites 


High blood pressure 
plus congestive failure 


Therapy: Esidrix-Serpasil. Rationale: Potent 
diuretic action of Esidrix to relieve edema, im- 
prove cardiac status. Combined antihypertensive 
action of Esidrix and Serpasil provides reduced 
blood pressure levels. Convenient combination 
tablet medication for greater patient acceptance. 


J 
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one prescription that controls high 
blood pressure plus its complications 


B.P.: 220/140 mm. Hg 
Edema 
Weight: 210 pounds 


High blood pressure 
plus edema/overweight 


Therapy: Esidrix-Serpasil. Rationale: Diuretic 
effect of Esidrix to eliminate excess body fluids, 


bring patient to dry weight. Potentiated antihy- 


pertensive effects of Esidrix and Serpasil in-com- 
bination. Convenience of 1-prescription therapy. 


B.P.: 170/112 mm. Hg 
Nervous 
Sweating palms 


High blood pressure 


plus anxiety 


Therapy: Esidrix-Serpasil. Rationale: Central 
action of Serpasil to calm the patient, shield him 
from environmental stress. Combined antihyper- 
tensive action of Esidrix and Serpasil for reduced 
blood pressure levels. Simplified dosage schedule. 


a 
& 
an 
| 


one prescription that controls high 
blood pressure plus its complications 


Esidrix-Serpasil Combination’Tablets 


A new antihypertensive combination—Esidrix-Serpasil is a com- 
bination of Esiprix™™ (hydrochlorothiazide c1pA), an im- 
proved analog of chlorothiazide developed by c1BA research, 
and SERPASIL® (reserpine CIBA). Each tablet combines the 
potent diuretic and mild antihypertensive effects of Esidrix 
with the antihypertensive, heart-slowing and calming effects 
of Serpasil. 


Indications—Esidrix-Serpasil is indicated in all grades of hyper- 
tension, particularly when one or more of the following com- 
plications exist : anxiety, tachycardia, congestive failure, pitting 
edema, edema of obesity, other edematous conditions. 


More effective than either drug alone—Investigators who have 

used the combination of hydrochlorothiazide and reserpine re- 

port that it is more satisfactory than ¢ither drug alone. 
(Adapted from Maronde?) 


mm, Hg 230 223 
210 
170} 
2 
2 = 
alone 150 2 
110} 104 5 
reserpine 
plus 90F 86 
Esidrix 70 
Patient E.S. Patient E.W. 
mm. | 
Hg 
160 
150 
(systolic 
140 
130 
120 (diadoli 
t 
110 iagtolic) 
100 
90 
80 
70 
0 1 2 3 4 weeks 
 B.P. with B.P. after 
Serpasil B.P. after 4 weeks 
alone. 3 weeks of Esidrix 
Esidrix of Esidrix and Serpasil 
25 mg. daily and Serpasil combination 
added therapy 
(Adapted from Hurxthal') 
2/2706 Mn 


Dosage—Esidrix-Serpasil is administered orally in a dosage 
range of | to 4 tablets daily. Each tablet contains 25 mg. of 
Esidrix and 0.1 mg. of Serpasil. The total daily dose may be given 
after breakfast or in 2 or 3 divided doses. Dosage in every case 
should be individualized and adjusted to meet changing needs. 


Since the antihypertensive effect of Serpasil is not immediately 
apparent, the maximal reduction in blood pressure may not 
occur for 2 weeks. At this time the dosage of Esidrix-Serpasil 
should be adjusted to the amount necessary to obtain the de- 
sired blood pressure response. For maintenance, as little as 1 
tablet daily may be sufficient. 


In cases of more severe hypertension, dosage of Esidrix-Serpasil 
can be revised upward to 4 tablets daily. When necessary, more 
potent antihypertensive agents such as Apresoline, Ecolid or 
other ganglionic blockers may be added. As Esidrix-Serpasil 
potentiates the action of other antihypertensive drugs, such ad- 
ditions to the regimen should be gradual and effects carefully 
observed. When Esidrix-Serpasil is started in patients already 
receiving ganglionic blockers, such as Ecolid, dosage of the lat- 
ter should be immediately reduced by at least 50 per cent. 


Side effects and cautions—As when any diuretic agent is used, 
patients should be carefully observed for signs of fluid and elec- 
trolyte imbalance. Esidrix in therapeutic doses is generally well 
tolerated. Side effects, even from large doses, have been few. 
Since Esidrix greatly reduces the amount of Serpasil needed, 
the incidence of side effects sometimes encountered with Serpasil 
is diminished. 


Complete information on Esidrix-Serpasil available on request. 


Supplied—Esidrix-Serpasil Tablets, 25 mg./0.1 mg., each con- 
taining 25 mg. of Esidrix and 0.1 mg. of Serpasil ; bottles of 100. 


References—1. Maronde, R. F.: Clinical Report to cIBA. 
2. Hurxthal, L. M.: Clinical Report to c1Ba. 


APRESOLINE® hydrochloride (hydralazine hydrochloride c1Ba) 
ECOLID® chloride (chlorisondamine chloride cis) 


(hydrochlorothiazide 
and reserpine CIBA) 


Combination Tablets 
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This anxiety patient can work now, Doctor. | 


Four weeks ago Mrs. C. complained a 
of extreme weakness and attacks | 
of trembling and sweating. There 

was tachycardia and breathing 
embarrassment on the slightest 
exertion. All of it started soon 

after the family suffered financial 
reverses. Her home life became 
disorganized; she couldn’t cope 
with her housework. 


Therapy with TRILAFON, 4 mg. 
t.i.d., was instituted and she’s been 
coming in once a week to give vent : 
to her feelings. Results have been 
excellent. There’s no drowsiness 

with this drug—she’s wide awake 

and active all day long. Now she’s 

on maintenance dosage, 4 mg. b.i.d., | 
and should be off the drug 

entirely in another week or two. 


; 
q 
: 
J 
| 
4 
7, 
= y 
ae 
| 
4 

: 

x 


at's? 


‘er 


for patients immobilized by anxiety... 


when you want to avoid drowsiness 


perphenazine 


¢ helps the patient contain anxiety, tension 
* restores normal working capacity 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 


TRILAFON REPETABS,® 8 mg.—4 mg. for prompt effect in the outer layer 
and 4 mg. for prolonged relief in the timed-action 
inner core; bottles of 30 and 100. 


For complete details on TRILAFON consult Schering literature. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Acute exacerbation of contact dermatitis § 


Before 


see next page 


(Courtesy of William C. Grater, M.D., Dallas, Texas) 
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| After A Days of treatment with 
| only 1 mg. q.i.d. of Decadron‘¢7 


DEXAMETHASONE 


Additional literature is available to physicians on request 
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After / Days of treatment with 


only 1 mg. q.i.d. of De 
Photo 6 days following the discontinuation of therapy 
Oo) Merck Sharp & Dohme oivision of merck & CO., Inc., PHILADELPHIA 1, PA. 


DECADRON is a trademark of Merck & Co., Inc. 
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V-Cillin K produces therapeutic blood levels in 
all patients within five to fifteen minutes after 
administration. Blood levels are higher than 
those attained with any other oral penicillin. 
Infections resolve rapidly. Dosage: 125 or 250 
mg. three times daily. 
V-Cillin K® (penicillin V potassium, Lilly) 


Litty 


] QUALITY / RESEARCH / INTEGRITY 


| 
| 'E ( LL | \ K provides dependable, fast, effective therapy 


Supplied: In scored tablets of 125 and 250 mg. 
(200,000 and 400,000 units). 

NEW V-CILLIN K®, PEDIATRIC 

A taste treat for young patients. In bottles of 
40 and 80 cc. Each 5-cc. teaspoonful provides 
125 mg. of V-Cillin K. 


ELI LILLY AND COMPANY . INDIANAPOLIS 6, INDIANA, U.S.A. 
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STUDY OF PATIENTS 


INCE the conception by Smith-Petersen,' 

in 1925, of the principle of mold arthro- 

plastv for treatment of diseases of the hip 

more than 1,500 mold arthroplasties have 
been performed at the Massachusetts General Hos- 
pital, most of them since the evolution of the Vital- 
lium mold in 1938. Believing that the surgical prin- 
ciples and postoperative management of arthro- 
plasty were well developed by 1945, we took our 
cases for study from among those patients operated 
on since Jan. 1, 1946. An examination of the entire 
group of patients was impractical because of their 
geographical distribution. 


Material 


This study is a survey of Vitallium mold arthro- 
plasties performed on Massachusetts residents in 
the Massachusetts General Hospital during the 
years from 1946 to 1953. Ward service patients, 
as well as private patients of one of us (O.E.A.), 
are included. Patients with rheumatoid arthritis 
are not included because of the special problems 
characteristic of this group. Arthroplasties were per- 
formed on 246 hips in 213 patients. Of these 171 
patients with 201 arthroplasties were examined. 
The original diagnoses in the series of 201 arthro- 


Chief of fracture clinic and visiting orthopedic surgeon, Massachusetts General Hospital (Dr. Aufranc), and physician, Hartford Hospital and 


Newington Hospital for Crippled Children (Dr. Sweet). 
Read in part before the Boston Orthopedic Club, April 15, 1957. 


WITH HIP ARTHROPLASTY AT 
MASSACHUSETTS GENERAL HOSPITAL 


Otto E. Aufranc, M.D. 


Elliott B. Sweet, M.D., Boston 


The late results of mold arthroplasty for 
disease of the hip were studied in 171 
patients who were available for reexamina- 
tion five or more years after the operation. 
Among these patients there were 201 mold 
arthroplasties to be reviewed, 81 (the largest 
group) for degenerative arthritis and 51 for 
congenital dislocation and subluxation. Abili- 
ty to function and freedom from pain were 
assessed for each patient. Results were classi- 
fied as excellent, good, or satisfactory in 
164 hips (81.5% of operations among the 
171 patients) and unsatisfactory in 37. The 
analysis showed that all the results classified 
as excellent were in patients in whom the 
disease had been unilateral and that bilater- 
al disease was a severe handicap. Supple- 
mentary surgery was necessary in 12% of 
patients. These difficulties must be balanced 
against the excellent results frequently ob- 
tained with complete relief from pain in 27 % 
and unlimited walking in 24% of patients. 
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plastic hips included degenerative arthritis (81), 
congenital dislocation and subluxation (51), old 
fractures of the femoral neck (23), septic arthritis 
and ankylosis (18), septic arthritis (14), traumatic 
dislocation and/or fractured acetabulum (9), old 
tuberculous arthritis (4), and chondroma of the 
acetabulum (1). 

Of the 42 patients (14.5%) not included in this 
study 15 were dead. Eleven of these had been 63 
or more years of age at the time of operation. One 
patient was a complete invalid due to advanced 
multiple sclerosis. Of the emaining 26 patients 6 
were lost to follow-up, 16 were reached but failed 
to report for examination, and 4 have required 


30 
20- 
PERCENT 
| 2 3 4 5 6 7 8 9 
AGE IN DECADES 
20 
PERCENT 


i 2 3 4 5 6 7 Bt 
YEARS SINCE OPERATION 
Fig. 1.—Distribution of patients by age at time of opera- 
tion (top) and years since operation at time of study (bot- 
tom). 


supplementary surgery since Jan. 1, 1954. Compli- 
cations in the original series of 246 arthroplasties 
included thrombophlebitis, 12 (5%); thrombophle- 
bitis with pulmonary embolism, 9 (3.7%); miscel- 
laneous, 8 (3%); subluxation, 4 (1.6%); wound 
sepsis, 3 (1.2%); death, 3 (1.2%); and dislocation, 1 
(0.4%). 

The list of complications was roughly the same 
as will be found in a survey of any major surgical 
procedure. There is a remarkable similarity be- 
tween the complications found in this series and 
those reported by Hammond and co-workers.’ The 
three postoperative deaths reported are the only 
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postoperative deaths in Massachusetts General 
Hospital experience with mold arthroplasty and 
have already been reported.’ One patient, aged 75, 
died three weeks after operation of a cerebrovascu- 
lar accident while under anticoagulant therapy for 
thrombophlebitis. The second death was in a 58- 
year-old woman who lived for one week after oper- 
ation and never regained consciousness. A careful 
postmortem examination revealed no obvious cause 
of death. The third patient was a 63-year-old man 
whose condition gradually deteriorated due to post- 
operative sepsis; he eventually died of bronchial 
pneumonia four months after operation. 

Method of Study.—The patients were interviewed 
and examined by one of us (E.B.S.). During the 
interview details of medical history, development of 
symptoms prior to operation, and course since op- 
eration were reviewed following a standard out- 
line. A pain scale and a walking scale similar to 
those used by the Judets * and by Merle d’Aubigne 
and Postel * and a general function scale were de- 
vised and applied to each patient. The data thus 
obtained were placed on punch cards for analysis. 


Physical Criteria 


The patients were divided for a detailed analysis 
into three main groups: (1) those with unilateral 
arthroplasty for unilateral disease, (2) those with bi- 
lateral arthroplasty for bilateral disease, and (3) 
those with unilateral arthroplasty but with bilateral 
disease. We consider that, regardless of the diagno- 
sis, a patient with unilateral hip disease has fewer 
problems and a better prognosis than does a patient 
with bilateral hip disease. The breakdown of clin- 
ical and patient evaluations according to diagnosis 
as well as extent of involvement can be seen in 
figure 2, which amplifies this statement.* 

Pain.—It was found that patients had an inac- 
curate memory of their preoperative pain as judged 
by review of the hospital and office records. Since 
there had been no standardized method of record- 
ing pain and other symptoms before this study was 
carried out, it was felt that anything more than a 
general preoperative evaluation would be highly 
inaccurate. Therefore, we are reporting only those 
findings as of the time of examination. We applied 
the following pain scale: grade 1, no pain; grade 2, 
mild and inconstant pain allowing normal activity; 
grade 3, mild pain when walking, disappeared with 
rest; grade 4, tolerable pain with limited activity; 
grade 5, severe pain when walking, markedly lim- 
ited activity; and grade 6, severe pain even at night, 
interfering with sleep. 

The pain chart (fig. 3) shows a good relative 
freedom from disabling pain. Only 16% were found 
to have a pain grade of 4 or worse. The pain that 
patients with mold arthroplasties described was al- 
most always different from that which they had 
felt before the operation. It was rarely true joint 
pain and was located in the trochanteric and quad- 
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riceps regions and described as muscle soreness. It 
was usually associated with “overdoing,” and the pa- 
tients soon learned how to avoid activities which 
caused this pain. It was common for a patient who 
had had the arthroplasty for many years to say that 
his hip got better with each year. 

Walking.—A scale for walking endurance, re- 
gardless of the amount of support needed, was used 
to indicate the development of endurance as fol- 
lows: grade 1, walks as much as a normal person 
of the same age and sex; grade 2, walks up to one 
mile; grade 3, walks up to one-half mile; grade 4, 
walks only two to three city blocks; grade 5, walks 


only as necessary (from room to room); and grade : 


6, unable to walk, leads essentially a bed-and-chair 
existence. 

Figure 3 shows the distribu- 
tion of walking endurance. Most 
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plain the common use of support ameng our pa- 
tients. The grading was on a four-point basis, as 
follows: grade 1, no support; grade 2, can part 
time; grade 3, cane full time; and grade 4, crutches. 

Of the patients with unilateral hip disease about 
three-quarters used little or no support. This was 
not true of patients with bilateral disease; only two 
patients with bilateral arthroplasties walked with- 
out some sort of support for one hip or the other, 
and most of them used a cane to support one hip. 
Patients with unilateral arthroplasty in the presence 
of bilateral disease were about as dependent on 
support in walking as were those with bilateral 
arthroplasty. Of the entire group 30% used no sup- 
port, 34% used a cane part time, 21% used a cane 
full time, and 15% used crutches. 


GOOD SATISFACTORY UNSATISFACTORY 


of these patients were able to 
walk at least one-half mile in a 


DEGENERATIVE -BILAT. 
C.D.H.- BILAT. 

MSEPTIC HIPS- BILAT. 

B DEGENERATIVE -UNILAT. 

B21 OLD FEMORAL NECK FRACT. 
C.D. H.- UNILAT. 

D0 SEPTIC HIPS - UNILAT. 
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sustained walk, the poorest be- - 
ing those with unilateral arthro- 

plasty in the presence of bilat- 20 - 
eral disease. These patients 

were generally held back by the re 


hip without the arthroplasty. It 
was found that 18 of the 19 


patients with unilateral disease Qui BND 
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who were at least eight years 
since operation could walk at 
least one-half mile, and 18 of 


the 23 patients with bilateral 30 - H 
arthroplasties, at least five years 5 
since operation, could walk at 5 
least one-half mile. Twenty- 99 4 > 
four per cent of all patients had a 
unlimited walking endurance. a 

Support.—The patients were 10 
asked to use enough support to a 
keep them from limping and to l 
protect them from muscle fa- 


tigue and pain. The use of ade- 
quate support allows the pa- 
tient more comfortable physical 
activity than is possible without support. As muscle 
strength and endurance developed we allowed 
them to diminish the amount of support, but to re- 
turn to more support if limp or symptoms oc- 
curred.® After a few months the patients under- 
stood this principle and were generally cooperative. 
Many patients learned to carry a cane long after 
they had developed a gait with a barely perceptible 
limp in case they should inadvertently “over-do.” 
Thus, when we say in our charts “cane, part time,” 
we mean that the patient will use the cane out of 
doors but is not dependent on it. We do not refer 
to the patient who uses the cane for support out of 
doors and the furniture indoors. These statements 
agree with those of Blount’ and are made to ex- 
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Fig. 2.—Distribution of patients by original diagnosis and two-way evaluation. 


General Hip Function.—The following common 
hip functions were checked on each patient: ability 
to sit comfortably for one hour, ability to climb 
stairs foot after foot, ability to tie the shoe on the 
involved side, ability to squat, and ability to cross 
the involved leg over the opposite leg. 

Only 12 patients out of the entire group were un- 
able to sit comfortably for one hour. This was in 
contrast to more than two-thirds who had not been 
able to sit comfortably before operation. 

The ability to go up stairs, one foot after the oth- 
er, is a measure not only of the amount of flexion 
of the hip but also of its stability. Nearly two-thirds 
of the patients with mold arthroplasty were able to 
go up stairs one foot after the other, and about 
one-half were able to squat. 
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Fig. 3.—Distribution of patients with unilateral repair for unilateral disease (123), bilateral repair for bilateral disease 
(62), and unilateral repair but bilateral disease (16), by grade of pain, walking endurance, degree of support needed, general 
hip functions, degree of limp, and useful range of motion. Axis of ordinates: number of hips. 
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The ability to tie the shoe and to cross the in- 
volved leg over the other leg are measures of flex- 
ibility. More than one-half of the patients with uni- 
lateral hip disease were able to perform these func- 
tions, but those with bilateral disease fell short 
of one-half in the ability to tie the shoes, and only 
one-quarter could cross the involved leg over the 
opposite leg. 

Limp.—The patients were observed walking with 
and without support. The limps were classified with- 
out support as none, slight, moderate, and severe. 
The classification refers only to the hip being 
studied. 

Whereas limping was the rule in those patients 
with bilateral arthroplasty, about one-half of the 
patients with unilateral hip disease had little or no 
limp. The disappearance of the Trendelenburg sign 
is important to the eventual development of a 
graceful gait without an abductor lurch. It was fre- 
quently found that patients with a Trendelenburg- 
type gait had a negative result of the Trendelen- 
burg test, and the limp could be corrected by 
simple gait training. Of the 32 patients with bilat- 
eral arthroplasties 4 were found to have bilateral 
absence of the Trendelenburg sign. More than one- 
half of the patients with unilateral hip disease had 
no Trendelenburg sign. 

Useful Range of Motion.—The range of motion 
was measured according to the system of Cave 
and Roberts,* and a factor called the “useful range 
of movion” was determined. The useful range of mo- 
tion is defined as the sum of motion between 0 de- 
grees of fixed flexion and 90 degrees of further 
flexion, and between 20 degrees of adduction and 
20 degrees of abduction. The useful range of mo- 
tion is expressed in percentage of the normal use- 
ful range of motion, which is 130 degrees. This 
motion is measured passively and is kept within the 
above limits to penalize for fixed deformities. Ro- 
tation is not included in this arbitrary evaluation 
because rotation deformities, except for fixed in- 
ternal rotation, rarely cause serious disability. Ad- 
duction deformities are considered to be very seri- 
ous. The presence of an adduction deformity 
automatically puts the hip in the unsatisfactory 
classification. We have elected to use this method, 
believing that it yields useful information and is 
much simpler to use than that suggested by Fer- 
guson and Howorth.’ 

We believe that the maintenance of a good 
passive range of motion is important, because we 
expect that, with the increased use of the hip under 
proper management, the muscles have a good 
chance to develop functional strength through this 
range. Figure 3 demonstrates that the arthroplastic 
hips in patients with unilateral disease had much 
freer motion than those in patients with bilateral 
disease. Only 10% of patients with unilateral hip 
disease had less than 50% useful range of motion. 
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Most of those with poor motion in this group had 
followed an unsatisfactory postoperative program 
after discharge from the hospital. 

Flexion deformity is not a major problem in pa- 
tients with unilateral hip disease. Every step they 
take with the uninvolved hip tends to extend the 
involved hip. The patients were taught to stand 
with the hip in extension. It is much easier for 
patients with only one arthroplasty to care for the 
hip properly than it is for patients with two arthro- 
plasties. Of the patients with a unilateral arthro- 
plasty for unilateral disease only 17% had flexion 
deformity in excess of 15 degrees. 

The problem is entirely different in the patients 
with bilateral hip disease, whether they have bi- 
lateral arthroplasty or not. Of these patients 60% 
were found to have flexion deformities in excess of 
15 degrees, with 18% of the hips having more than 
35 degrees of permanent flexion. It is believed that 
this deformity develops because, with weakness in 
both hips, the patients tend to sit more than they 
should, and when they stand and walk they prefer 
the tripod position, leaning forward on their 
crutches for more stability. It requires constant 
effort on the part of the patient to overcome these 
habits. A hip treated with arthroplasty is almost 
certain to assume the fixed flexion deformity of the 
opposite hip. In general, despite the high incidence 
of serious flexion deformities in the hips of patients 
with bilateral hip disease, these hips had good 
ranges of motion beyond their flexion deformities. 
The flexion deformity can be prevented by proper 
postoperative management.’° 

Only three patients in the entire group developed 
ankylosis in the involved hip. Of these, two were 
lost to follow-up examination early in the study 
and one had had ankylosis of the hip prior to op- 
eration as the result of septic arthritis as a child. 
This patient has had a second operation and is 
doing very well. 


Clinical Evaluation and Patient Reaction 


The clinical classification of renovated hips was as 
follows: Excellent: pain, grade 1 or 2 (little or no 
pain); walking, grade 1 (walks as far as a normal 
person of the same age and sex); support, none; 
limp, none or mild; hip functions, can sit comfort- 
ably for at least one hour, climb stairs foot after 
foot, and tie own shoe; useful range of motion, 75 
to 100% without adduction deformity (98-130 de- 
grees ). Good: pain, grade | or 2 (little or no pain); 
walking, grade 1 or 2 (can walk at least one mile); 
support, no more than a cane part time; limp, mod- 
erate or better; hip functions, can sit comfortably 
for at least one hour, climb stairs foot after foot, 
and tie his own shoe; useful range of motion, 50 to 
100% without adduction deformity (65-130 de- 
grees). Satisfactory: pain, grade 4 if improved, or 
grade 3 or better (tolerable with limited activity if 
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improved or no more than mild when walking, 
disappearing with rest); walking, grade 4 if im- 
proved, or grade 3 or better (two to three city 
blocks if improved or at least one-half mile); sup- 
port, may use cane or crutches; hip function, can 
sit comfortably at least one hour; useful range of 
motion, 25 to 100% without adduction deformity 
(33-130 degrees). Unsatisfactory: anything less 
than satisfactory. 

It is obvious that any of the many factors used 
in this classification may change a given hip one or 
more categories. It is not enough for an arthro- 
plasty to give good relief of pain; if this were the 
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Fig. 4.—Top, distribution of patients by clinical results. 
Bottom, effect of patients’ cooperation on clinical evaluations. 


case results in more than 80% of the hips in this 
study would be called excellent. The goal is to es- 
tablish as near normal function as is possible in 
each case. In our evaluation of these hips we used 
normal hip function as the standard as suggested 
by Hammond and co-workers.’ This is a very strict 
measuring stick, but we feel it gives a more readily 
comprehensible assay of a large group of patients 
than can be obtained in the use of Judet’s amelio- 
ration rate * or Shepherd’s system.’ In the final anal- 
ysis, we are interested in how these patients func- 
tion as compared to the general population. Figure 
4 (top) shows the comparative results of the three 
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major groups of patients. Of the entire group 4.5% 
were excellent, 17% were good, 60% were satisfac- 
tory, and 18.5% unsatisfactory. 

All of the “excellent” hips were found in those 
patients with unilateral arthroplasty for unilateral 
disease, comprising 7.5% of that group. A great ma- 
jority of the “good” hips were also found in these 
patients. Most patients were eliminated from the 
“excellent” and “good” classifications by limitations 
of walking endurance and by inability to tie their 
shoes and climb stairs foot after foot. Obviously, 
the functional problems are compounded by the 
presence of disease in both hips, and only a few 
patients with bilateral arthroplasty could be ex- 
pected to accomplish anything beyond “satisfac- 
tory” function. Most of the patients with hips classi- 
fied as “satisfactory” far exceeded the minimum re- 
quirements for this classification in most compo- 
nents of the analysis. Of these 61% required no more 
support than a cane part time. 

Of the 201 hips examined, 103 were in ward 
patients and 98 were in private patients. It was 
obvious from the beginning of the project that the 
private patients were much better controlled than 
the ward patients, although the follow-up examina- 
tions in both groups were directed by the same 
surgeons and the outline of management was the 
same. As a group, the private patients seemed to 
grasp the significance of the follow-up program 
better than the ward patients. There was a much 
lower rate of failure to meet follow-up appoint- 
ments among the private patients. In general, the 
private patients had less pain, could walk farther, 
required less support, and had less limp, better 
stability and mobility, and a lower percentage of 
unsatisfactory hips. Of the ward patients 22% of 
the hips were unsatisfactory as compared with 14% 
of the hips of private patients. 

Patient Reaction.—During the interview the pa- 
tient’s reaction to the arthroplasty was carefully re- 
viewed and his reaction classified by the examiner 
as enthusiastic, satisfied, noncommittal, or dissatis- 
fied. Patient reaction data are summarized in fig- 
ure 5. 

The patient reaction was more favorable than 
the clinical evaluation (fig. 5, bottom). A large 
percentage of patients with unsatisfactory clinical 
results were quite pleased with the result, usually 
because of relief of pain. With a few exceptions, 
the more pain and disability the patient had be- 
fore operation the more satisfied he was with the 
result. 

Special Groups 


Clinically Satisfactory Results—There were 120 
hips which were classified as satisfactory, excluding 
the excellent and good hips. Of these 120 hips 90 
caused little or no pain, 23 caused pain which was 
mild when walking and disappeared with rest, and 
7 caused pain which was tolerable with limited 
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activity. Twenty-two allowed unlimited walking, 
26 allowed walking at least one mile, 41 allowed 
walking at least one-half mile, 24 allowed walk- 
ing only two or three city blocks, and in seven pa- 
tients walking was limited to from one room to an- 
other. The last seven hips are included in the satis- 
factory group because conditions other than the 
hips were the limiting factors. Twenty-seven of the 
hips required no support, 46 required a cane part 
time, 30 a cane full time, and 17 required the use of 
crutches. Forty-seven of the hips did not exhibit 
Trendelenburg’s sign. 

Clinically Unsatisfactory Results.—There were 37 
hips classified as unsatisfactory. Of these hips 10 
caused little or no pain, 6 caused mild pain when 
walking which disappeared with rest, 15 caused 
pain which was tolerable with limited activity, 5 
caused pain which was severe with walking and 
limited activity markedly, and 1 caused severe 
pain at all times, interfering with sleep. Three of 
these hips allowed unlimited walking, 3 allowed 
walking to at least one mile, 7 allowed walking up 
to one-half mile, 15 allowed walking only two or 
three city blocks, and 9 allowed walking only from 
one room to another. Four of these hips required 
no support, 7 required a cane part time, 12 a cane 
full time, and 14 required crutches. Of the patients 
with unsatisfactory results 23 were satisfied or en- 
thusiastic and 14 were either noncommittal or dis- 
satisfied. 

Shaft Arthroplasty.—The shaft arthroplasty is per- 
formed when there is not sufficient head or neck 
available for the usual positioning of the mold. In 
this procedure the proximal end of the femoral shaft 
is prepared by removing the greater and lesser 
trochanters and placing the mold on the end of the 
shaft which is then placed in the new acetabulum. 
The greater trochanter, with the insertions of the 
hip abductors, is then transplanted down the lateral 
aspect of the ‘emoral shaft and the iliopsoas tendon 
to the anterior aspect of the femoral shaft to rees- 
tablish the functional length of these muscles. This 
procedure results in shortening of the femur. Al- 
though the shaft arthroplasty yields a weak hip, 
its function is remarkably good.’" Until good 
femoral head and neck prostheses were developed, 
this was almost standard treatment at the Massa- 
chusetts General Hospital for nonunion and aseptic 
necrosis after femoral neck fractures. The prosthe- 
sis has now taken its place as the preferred treat- 
ment in these conditions. Occasionally a hip recon- 
struction with the use of a prosthesis becomes 
complicated by sepsis or by disintegration of the 
proximal end of the femur, but catastrophe can be 
converted into a satisfactory result by the use of 
a shaft arthroplasty with a mold. 

Of the 21 patients with unilateral hip disease 
treated with shaft arthroplasty 17 had little or no 
pain, six were unlimited in their walking, 5 could 
walk at least one mile, 3 could walk at least one- 
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half mile, 5 could walk only two to three city 
blocks, and 2 were able to walk only from one 
room to another. The two patients who could walk 
only from one room to another were elderly per- 
sons who otherwise probably would have been 
bedridden. Of these patients 10 required no sup- 
port in walking, 5 used a cane part time, 5 used a 
cane full time, and 1 was entirely dependent on 
crutches. Twelve of the patients had no Trendelen- 
burg sign. Although none of the hips could be 
classified as excellent, 10 were classified as good, 
10 as satisfactory, and only 1 as unsatisfactory. 
Hips Ankylosed by Septic Arthritis—There were 
eight patients in the group examined who had an 
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Fig. 5.—Top, distribution of patients by reaction to clinical 
results. Bottom, relation of reaction to clinical evaluation. 


arthroplasty performed for septic arthritis of one 
hip, resulting in ankylosis in poor position. Of 
these patients four had little or no pain, three had 
pain which was mild when walking and disap- 
peared with rest, and one had pain which was 
tolerable with limited activity. One of the patients 
was unlimited in walking, three were able to walk 
at least one mile, two were able to walk at least 
one-half mile, and one was able to walk only two 
or three city blocks. One patient required no sup- 
port in walking, three required a cane part time, 
three required a cane full time, and one required 
crutches. Four of the eight patients had no Tren- 
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delenburg sign. One of these hips was classified 
as excellent, six as satisfactory, and one as un- 
satisfactory. All of the patients were either satisfied 
or enthusiastic about the results of surgery. 

Three of the four patients who exhibited no 
Trendelenburg sign were in their teens and one 
was 5 years old at the time of the original anky- 
losis. The average time between ankylosis and 
arthroplasty was 24.5 years for the group as a 
whole and 15.75 years for those with no Tren- 
delenburg sign. All of the patients with a Trendelen- 
burg sign developed ankylosis before the age of 
10 years. 

Supplementary Surgery.—Of the 237 hips in 194 
patients who underwent their first arthroplastic 
procedure at the Massachusetts General Hospital 
during the period being studied, 23 have required 
major supplementary surgery consisting of at least 
capsulectomy and acetabuloplasty. This group is 
broken down to 15 (9%) of 169 patients with uni- 
lateral arthroplasty; 8 (24%) of 33 patients with 
bilateral arthroplasty; 15 (15%) of 99 ward pa- 
tients; and 8 (8.5%) of 95 private patients; for a 
total of 23 (12%) of 194 patients. 

The indications for supplementary surgery were 
persistent pain, loss of motion, instability, and 
persistent sepsis. Supplementary operations were 
performed for pain and/or limitation of motion 
in 73% of the hips, for subluxation or dislocation 
in 15%, and for persistent sepsis in 12%. None of 
the revised hips was rated as excellent, 19% were 
rated as good, 58% were rated as satisfactory, and 
23% were rated as unsatisfactory. This represents 
a salvage rate of 77%. 

Comment 

The study of a group of surgical patients by a 
surgeon who had no hand in the surgery will usu- 
ally remain unbiased. A cold clinical study cannot 
tell the whole story. Many other factors enter into 
the total picture; such things as enthusiasm or 
indifference, other demands on the patient's time, 
and his individual characteristics and physical abil- 
ity all contribute to the end-result. These same 
things apply to the doctor and his relationship 
with his patient. This logically sets up a two-way 
evaluation of the result: the patient’s and the 
surgeon’s evaluation. The over-all results of these 
two systems were the same, although the finer 
points of the clinical evaluation were more severe. 
The patients were more generally pleased than the 
surgeon. This is as it should be. It will keep us 
working for better results and at the same time 
build up our confidence by patients’ approval. 

The factual data in this study have a major 
weakness in that they cannot reveal the reasons 
why we have altered a surgical technique and/or 
the aftercare of these patients. Yet both of these 
factors, we believe, have made major differences 
in the total end-result."* 
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Physiological healing of bone, tendon, and mus- 
cle must take place before heavy functional use 
should be expected or tried. This process will take 
many months in atrophied bone and weak muscle. 
It is a gradual process, and any attempt to force 
or hurry the progress of improvement will often 
be disastrous. 

A gradual, gentle program which includes regu- 
lar exercise and regular rest is essential. Supportive 
weight-bearing with both crutches is mandatory 
until there is clinical and roentgenologic evidence 
of bone healing. The gradual loss of sensitivity in 
and about the hip with roentgenologic evidence of 
increasing homogeneous density is a guide to in- 
creasing activity. The management of the recon- 
structed hip joint follows closely that of a fracture 
of the femur with a little more concern about 
weight-bearing and a little more time for dense 
healing. This is necessary because the weight falls 
on a small surface and the levered forces act on 
these surfaces. 


Summary and Conclusions 


The following conclusions can be drawn from 
our study: 1. The surgical hazards of mold arthro- 
plasty are not great. 2. Relief of disabling pain 
may be expected in 85% of patients, with com- 
plete relief of pain in 27%. 3. Unlimited walking 
may be expected in 24%, walking without support 
in 30%, with a cane part or full time in 55%, and 
with crutches in 15%. 4. A wide useful range of 
motion may be expected in patients with unilateral 
disease, and a limited useful range of motion may 
be expected in those with bilateral disease. 5. A 
satisfactory or better result may be expected in 
81.5% of patients, good to excellent result in 28% 
of those who are able to follow the postoperative 
program, and good to excellent results in 7% who 
are unable to follow the postoperative program. 
The group of patients unable to follow the post- 
operative program may expect a one-third greater 
chance of obtaining an unsatisfactory result. 6. 
There is no constant correlation between the clini- 
cal evaluation of the result of surgery and the 
patients’ own evaluation. 7. Supplementary surgery 
may be required in 12% of patients, with an ex- 
pected salvage rate of 77%. 

266 Beacon St. (Dr. Aufranc). 
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The cause of the majority of surgically excised 
pulmonary granulomas has not been determined, 
even with extensive bacteriological studies. In 1951, 
Good and associates ' found it possible to identify 
a causative agent in only 21 of 65 surgically excised 
pulmonary granulomas with use of standard bac- 
teriological and histological methods. In general, 
granulomas are excised from the lung because a 
diagnosis of pulmonary malignant tumor cannot be 
excluded; approximately one-third of solitary masses 
excised from the lungs are granulomas.’ For the 
past two and one-half years, Gomori’s methen- 
amine-silver nitrate stain “ (GMS) has been applied 
at the Mayo Clinic to these surgically excised pul- 
monary granulomas in addition to the routine 
bacteriological and histological methods; this study 
was undertaken in an attempt to evaluate the re- 
sults obtained wit; the GMS stain as an aid in 
determining the cause of these granulomas. 


Methods and Materials 


Methods.—Since September, 1946, all surgically 
excised pulmonary granulomas have been examined 
at the clinic by the following procedure: If the 
surgeon suspects that the pulmonary mass he is 
resecting is a granuloma, he bisects the specimen 
and, utilizing aseptic techniques, places half of the 
specimen in a sterile container for bacteriological 
studies and sends the other half to the surgical 
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The cause of the majority of surgically ex- 
cised pulmonary granulomas has not been 
determined, even with extensive bacterio- 
logical studies. However, through applica- 
tion of Gomori’s methenamine-silver nitrate 
stain (GMS) to 138 such surgically excised 
lesions over a two-and-a-half-year period, it 
was possible to identify “structures resem- 
bling Histoplasma capsulatum or Coccidioides 
immitis in 55.9%. Despite extensive efforts, 
it was not possible to obtain fungus growths 
from these structures, which are thought to 
be nonviable fungi that have lost their ordi- 
nary stainability. With the GMS stain, fungi 
can be found in tissue sections more rapidly 
and under lower magnification than by other 
staining methods. 


pathology laboratory for identification by examina- 
tion of fresh frozen sections (with use of Terry’s 
modified polychrome methylene blue). 

If the surgical specimen contains a granuloma, 
the half in the sterile container is ground aseptically 
in a mortar and pestle with 60-mesh aluminum oxide 
(alundum), and a 20% suspension is made in broth. 
This suspension is then inoculated by the massive- 
inoculation technique, that is, a few drops of the 
suspension are placed on the medium and distrib- 
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uted with a glass rod; these mediums are used: hor- 
mone blood agar * at 37 C, 30 C, and, in 10% car- 
bon dioxide solution, 37 C (all in duplicate); 
chocolate agar in 10% carbon dioxide solution at 
37 C; thioglycollate broth or brain broth at 37 C; 
Lowenstein-Jensen medium at 37 C (in duplicate); 
Petragnanis medium at 37 C (in duplicate); and 
subcutaneous and intraperitoneal inoculation into 
two guinea pigs. 

The organisms most frequently encountered as the 
causative agents of pulmonary granulomas are the 
pathogenic deep fungi, Mycobacterium tuberculo- 
sis, Brucella, Nocardia, Actinomyces, and Hemo- 
philus influenzae. Routine cultures are observed for 
three weeks, cultures for Myco. tuberculosis for a 
maximum of eight weeks, and inoculated guinea 
pigs for eight weeks. Depending on the results of 
these cultures and animal inoculations, special stains 
are used and appropriate subcultures made. 
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TABLE 1.—Etiological Factors in 138 Surgically Excised Pulmonary Granulomas as Shown by Culture or Special Stains or Both 


J.A.M.A., May 30, 1959 


Mainly on the basis of gross appearance, pulmo- 
nary granulomas can be classified into one of three 
main morphologic types: (1) tuberculoma-like—dis- 
crete, solitary, well-circumscribed, nodular, caseous, 
nonexcavating, granulomatous lesions; (2) infiltra- 
tive—diffuse lesions with multiple foci of caseous 
and noncaseous, nonexcavating, granulomatous re- 
actions; and (3) excavating—excavating caseous 
lesions with granulomatous reactions. Of the 138 
granulomas stained by the GMS technique, 92 were 
of the tuberculoma-like type, 29 were of the infil- 
trative type, and 17 were of the excavating type. 

For purposes of discussion, the 1388 GMS-stained 
pulmonary granulomas were placed into three 
groups based on the bacteriological and histological 
findings in each granuloma. Group A, positive cul- 
ture, included those granulomas in which the causa- 
tive organisms were isolated by culture. Group B, 
negative culture and positive histopathology, in- 


Type of Granuloma 


Tuberculoma- 
like 


— 


Infiltrative Excavating Total 
Group No. % No. % No. % No. % 

A—Posltive Culture 5 5.5 1b 1.9 13 76.5 33 23.8 
Mycobacterium tuberculosis .............00eceeeeeeeeeeeees 2 2.2 6 20.9 11 64.7 19 13.8 
Cryptococcus + 3 10.4 3 2.2 
Saprophytic acid-fast bacilli on 11.8 2 14 
Histoplasma capsulatum 1 3.4 1 0.7 
1 34 1 0.7 

B—Negative culture and positive histopathology ........... 75 81.5 4 13.6 0 0.0 79 57.3 
Structures resembling H. capsulatum ..............0sse008 67 72.8 1 3.4 68 49.4 
Structures resembling C. immitis 7 7.6 5.1 
cee 1 1.1 1 3.4 2 14 
Eosinophilic granuloMa 1 3.4 1 0.7 

(Negative culture and negative histopathology ........... be 13.0 10 34.5 4 23.5 %6 18.9 

Total 92 100.0 29 100.0 17 100.0 138 100.0 


The other half of the granuloma, which had been 
utilized for the frozen section, is embedded in 
paraffin, sectioned, and stained as follows: routine 
stain, hematoxylin and eosin; acid-fast bacilli, night- 
blue stain ° counterstained with safranine; and fungi, 
periodic acid-Schiff stain (PAS) used from 1952 to 
1955 and GMS °® from 1956 to the present. These 
slides are available by noon of the following day; if 
“structures” resembling organisms are seen histo- 
logically, the bacteriology laboratory is notified so 
that appropriate extra mediums may be inoculated 
if necessary. 

Materials.—From September, 1946, through June, 
1958, a total of 603 surgically resected pulmonary 
granulomas have been studied by means of the 
routine procedure outlined above. None of the 465 
granulomas excised before 1956 were stained by the 
GMS technique. There were 138 granulomas excised 
during the two-and-one-half-year period from Janu- 
ary, 1956, through June, 1958; all these granulomas 
were stained by the GMS technique. 


cluded those granulomas in which “structures” re- 
sembling organisms were found by _ histological 
methods but all attempts to culture these structures 
were unsuccessful; also included in this group were 
lipoid granulomas and eosinophilic granulomas. 
Group C, negative culture and negative histopathol- 
ogy, included those granulomas which were cul- 
turally sterile and in which no structures resembling 
organisms were observed histologically. 


Observations 


The results of study of the 138 GMS-stained pul- 
monary granulomas are summarized in table 1. Re- 
sults of culture in approximately one-fourth (23.8% ) 
of the granulomas were positive (group A). More 
than half (55.9%) of the granulomas were found to 
contain structures that resembled organisms on 
microscopic examination of the GMS-stained sec- 
tions; all attempts to culture these structures were 
unsuccessful (group B). Approximately one-fifth 
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(18.9%) of the granulomas were culturally sterile 
and contained no structures resembling organisms 
on histological examination (group C). 

Of the 92 tuberculoma-like pulmonary granulo- 
mas, only 5 gave positive results on culture (group 
A), while 80.4% of the granulomas contained micro- 
scopic structures resembling organisms that could 
not be grown on culture mediums (group B). 
These structures, observed in the GMS-stained sec- 
tions, resembled Histoplasma capsulatum (fig. la 
and b) in 72.8% and Coccidioides immitis (fig. 2) in 


Fig. 1.—Structures histologically resembling H. capsulatum 
in culturally sterile pulmonary granuloma. a, GMS, x 480; 
b, GMS, x 970; c, PAS, x 970. 


7.6% of these tuberculoma-like granulomas. These 
structures resembling organisms were found scat- 
tered in the central caseous debris of the pulmonary 
granulomas. With the PAS stain (fig. lc), these 
structures appeared to be distorted forms of H. 
capsulatum; many of them had lost their central, 
purplish-red mass. In one granuloma in group B, 
acid-fast bacilli were observed in the section stained 
by the night-blue technique but all cultures of this 
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lesion gave negative results. Also included in this 
group were one lipoid granuloma and one eosino- 
philic granuloma. Only 13% of the tuberculoma-like 
pulmonary granulomas gave negative cultural and 
histological results (group C). 

Of the 29 infiltrative pulmonary granulomas, more 
than half (51.9%) gave culturally positive results 
(group A). Only one pulmonary granuloma of the 
infiltrative type contained structures histologically 
resembling H. capsulatum in the GMS-stained sec- 
tion and gave negative results on culture (group 
B). Sputum culture from the patient from whom 
this pulmonary granuloma was excised had given 
positive results for H. capsulatum approximately 
nine months prior to excision of the pulmonary 
lesion. After one month of rest in bed, his sputum no 
longer had shown evidence of H. capsulatum. Five 
months before operation, he had been treated for 10 
weeks with amphotericin B. The lesion removed at 
operation was diffuse and was classified as an in- 
filtrative pulmonary granuloma. 

Of the 17 excavating pulmonary granulomas, 
more than three-fourths (76.5%) gave culturally posi- 


Fig. 2.—Structures histologically resembling C. immitis in 
a culturally sterile pulmonary granuloma. Endosporulating 
spherule on left, developing spores on right (GMS, 970). 


tive results (group A). Fungi were not seen in any 
of the GMS-stained sections of these granulomas. 

Only 1 of the 69 granulomas that contained 
structures resembling H. capsulatum on GMS- 
stained sections gave positive results on culture. 
This lesion is illustrated in figure 3. The structures 
in this lesion were present in intact macrophages 
instead of being scattered in the caseous debris. 
C. immitis was isolated by bacteriological methods 
from 5 of the 12 lesions that contained structures 
resembling this fungus. 

Data comparing the pulmonary granulomas ex- 
cised before use of the GMS technique with those 
excised subsequently are summarized in table 2. 
The percentage of granulomas in the positive cul- 
ture group (group A) decreased from 36.8 to 23.8. 
The percentage of granulomas with negative cul- 
ture and positive histopathology (group B) increased 
approximately 10 times (5.8 to 57.3%). In only one 
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culturally sterile granuloma in the group in which 
the GMS stain was not applied were structures 
found that histologically resembled H. capsulatum, 
and in only one culturally sterile granuloma in this 
same group were structures found that histologi- 
cally resembled C. immitis; the structures in both 
of these granulomas were found in sections stained 
by the PAS technique. The percentage of granu- 
lomas with negative culture and negative histo- 
pathology (group C) decreased approximately three- 
fold (57.4 to 18.9%). 


Fig. 3.—Structures histologically resembling H. capsulatum 
in a pulmonary granuloma culturally positive for H. capsu- 
latum. a, GMS, x 480; b, GMS, x 970; c, PAS, x 970. 


Clinical Data and Pathology 


Clinical Data.—As already noted, 68 of this series 
of 138 patients had pulmonary granulomas that 
were culturally sterile but in which GMS-stained 
sections showed structures morphologically resem- 
bling H. capsulatum. Table 3 lists the resident 
states and countries of these 68 patients and com- 
pares the percentage of them residing in these states 
and countries with the percentage of all Mayo 
Clinic patients residing in these same states or coun- 
tries. Figure 4 indicates the geographical distribu- 
tion of cutaneous sensitivity to histoplasmin (per- 
centage of positive reactors) in the United States, 
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based on the analysis of Furcolow,° as well as the 
percentage of the 68 patients residing in each state. 

Approximately 45% of these patients came to the 
clinic specifically for evaluation of a solitary nodule 
or “coin” lesion that had been found on a thoracic 
roentgenogram taken either as part of a routine 


TABLE 2.—Diagnostic Grouping of 603 Surgically Excised 
Pulmonary Granulomas 


GMS Stain 
Not Applied Applied 
(9/1/46 to (1/1/56 to 


12/31/55) 6/30/58) 
Group No. % No. % 


A—Poaitive 171 36.8 33 23.8 
B—Negative culture and 

positive histopathology ................ 27 5.8 79 57.3 
C—Negative culture and 


negative histopathology .............. 267 57.4 %6 18.9 


100.0 


physical examination or during a survey by a mobile 
unit; in the remaining 55% of the patients, the pul- 
monary lesion was first discovered in the thoracic 
roentgenogram taken as part of the routine exami- 
nation at the clinic. These patients had no pul- 
monary symptoms or physical signs that could be 
related to an infectious process at the time of their 
examinations. Approximately 90% of the patients 
could not recall any definite episodes in their his- 
tories when they might have been infected with 
H. capsulatum; about 10% of the patients did recall 
an episode of malaise and fever lasting from 1 to 10 
days that was sometimes accompanied by cough or 
thoracic pain. In general, these episodes had been 
diagnosed as an infection of the upper part of the 
respiratory tract, influenza, or atypical pneumonia. 
The thoracic roentgenograms were described as 
showing a solitary, nodular, sharply circumscribed 


TABLE 3.—Residence of Sixty-eight Patients with Culturally 
Sterile Pulmonary Granulomas Containing “Structures” 
Resembling Histoplasma capsulatum as Compared 
to That of All Mayo Clinic Patients 
Patients with All Mayo 
Granulomas Clinie 


Patients, 
Residence No. % 


% 

21 30.8 9.7 
12 17.6 10.0 
Wisconsin .. ll 16.2 6.5 
Minnesota .. 10 14.7 37.9 
Indiana .... 44 3.9 
Missouri ....... 2 2.9 2.0 
Nebraska ... 2 2.9 2.5 
Michigan 1 1.5 2.5 
Kentucky 1 1.5 04 
Arkansas 1 15 11 
Oklahoma 1 15 13 
1 1.5 1.3 
Montana 1 1.5 16 
Other states and countries ............0e0ee0s 0 0 15.3 


lesion varying from 1 to 3 cm. in diameter. Calcium 
was recognized in these routine roentgenograms in 
only 2 of the 68 cases. Tomography was performed 
in 54 of the 68 cases; calcification was found in five 
lesions, and questionable calcification was found in 
four additional lesions. The results of intracutaneous 
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tests with histoplasmin, tuberculin, coccidioidin, and 
blastomycin are summarized in tables 4 and 5. In 
only 24 of the 68 cases had the histoplasmin skin test 
been applied; the results were positive in 22 of the 
cases and negative in 2. 
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hospitalized in a sanatorium with chills, fever, and 
thoracic pain but was released when tuberculosis 
had been excluded. The lesions observed in the 
thoracic roentgenograms in these seven patients 
were similar to those seen in the 68 patients dis- 


Fig. 4.—Geographic distribution of cutaneous sensitivity to histoplasmin in United States (data from Furcolow’* ). 
Numbers indicate percentages from each state of our 68 patients with culturally sterile pulmonary granulomas 


containing structures resembling H. capsulatum. 


Seven of the 138 patients had pulmonary granu- 
lomas that gave negative results on culture but in 
which the GMS-stained sections showed organisms 
morphologically resembling C. immitis. Six of these 
patients had resided or traveled in California, and 
the seventh patient’s residence was in Arizona. The 
chief complaint of three of these patients was a 
solitary pulmonary nodule that had been found on 
a thoracic roentgenogram taken in their home town; 
in the other four patients, the lesion was first dis- 
covered in the thoracic roentgenogram taken as 


TaBLE 4.—Results of Skin Tests in Sixty-eight Patients with 
Culturally Sterile Pulmonary Granulomas Containing 
Structures Resembling Histoplasma Capsulatum 


Skin Tests 


Histo- Tuber- Coeccid- Blasto- 
Results plasmin = culin joidin mycin 


4 37 10 


part of the routine examination at the clinic. These 
patients did not have any pulmonary symptoms or 
physical signs that could be related to an infectious 
process at ue time of their examinations. Five of 
the patients had been asymptomatic. In 1952, one 
patient had been treated with streptomycin for 
“desert fever.” In 1955, another patient had been 


cussed in the preceding paragraph. Calcification 
was not observed in the routine roentgenograms, 
and tomography, performed in four of the seven 
cases, also failed to reveal any calcification. In two 
of the patients, three intracutaneous tests (coccidioi- 
din, histoplasmin, and tuberculin) had been utilized 
and all three gave positive results. In an additional 
two patients, only the tuberculin skin test had been 
used; it gave positive results in one patient and 
negative results in the other. Intracutaneous tests 
were not given to the remaining three patients. 


TABLE 5.—Histoplasmin and Tuberculin Skin Reactions in 
Sixty-eight Patients with Culturally Sterile Pulmonary 
Granulomas Containing Structures Resembling 
Histoplasma Capsulatum 


Histoplasmin 


Not 


Tubereulin Positive Negative Performed 


MO. 0 7 
WOE BO. 0 29 


Pathology.—The culturally sterile pulmonary le- 
sions observed in the 68 granulomas containing 
structures histologically resembling H. capsulatum 
and in the seven granulomas containing structures 
histologically resembling C. immitis were identical 
on gross and microscopic examination except for the 
presence of the different structures observed in the 
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GMS-stained sections. In addition, these lesions 
could not be differentiated from the “tuberculomas” 
observed in infections with Myco. tuberculosis 
other than by identifying the offending organisms 
(fig. 5). The lesions were solitary, circumscribed, 
and grayish-white, and they varied from 1 to 3 cm. 


Fig. 5.—Typical gross appearance of surgically resected 
pulmonary granulomas. Left, culturally sterile lesion con- 
taining structures histologically resembling H. capsulatum. 
Right, lesion containing acid-fast bacilli and culturally posi- 
tive for Myco. tuberculosis. 


in diameter, with a central caseous zone (sometimes 
containing flecks of calcium) and peripheral con- 
centric laminations. The consistency varied from 
semifluctuant to hard and rubbery. These 75 lesions 
were all grossly and microscopically identical and 
were characteristic of tuberculoma-like granulomas, 
with the exception of the one lesion that was of the 
infiltrative type. 
Additional Studies 


In a further attempt to evaluate the effectiveness 
of the GMS stain for demonstrating fungi in tissue, 
sections of selected granulomas excised prior to 
January, 1956, were stained by the GMS technique. 
Application of this stain to the 65 granulomas 
studied by Good and associates ' revealed the pres- 
ence of structures resembling H. capsulatum in 20 
of the 44 previously indeterminate lesions and 
structures resembling C. immitis in two of the 
previously indeterminate lesions. Thus, with the 
GMS stain, structures resembling organisms were 
found in 50% of the previously indeterminate, cul- 
turally sterile pulmonary granulomas. 

In 1954, Starr and co-workers” carried out two 
series of studies in an attempt to evaluate the effec- 
tiveness of the PAS stain for demonstrating fungi in 
tissue. The first series consisted of 50 culturally 
sterile pulmonary granulomas excised from 1946 
through 1953; 22 of these lesions:-were tuberculoma- 
like, 21 were infiltrating in type, and seven were of 
the excavating type. No organisms were found by 
routine staining with hematoxylin and eosin. The 
PAS stain revealed the presence of structures his- 
tologically resembling H. capsulatum in only 1 of 
these 50 granulomas, and this lesion was tubercu- 
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loma-like. In many of the PAS-stained sections of 
the granulomas, Starr and associates ” observed fine 
red rings surrounding a clear zone without any 
central purplish-red mass but they would not make 
a diagnosis of structures resembling H. capsulatum 
unless such a mass was present. As part of the pres- 
ent study, application of the GMS stain revealed the 
presence of structures resembling organisms in 16 
of these 50 granulomas; these structures were found 
only in the tuberculoma-like granulomas. In 15 of 
the granulomas, structures histologically resembling 
H. capsulatum were observed; structures histologi- 
cally resembling C. immitis were noted in one 
granuloma. 

The second series studied during the same period 
by Starr and associates ’ consisted of 61 lesions (in- 
cluding other lesions in addition to pulmonary 
granulomas) that were culturally positive for patho- 
genic fungi. Structures resembling fungi had been 
observed previously in sections stained with hema- 
toxylin and eosin and occasionally by the Brown- 
Breen-Gram, Stoughton, or Best-Bodian method in 
30 of these 61 lesions. The PAS stain disclosed struc- 
tures believed to be fungi in 21 additional lesions. 
Application of the GMS stain as part of the present 
study revealed structures morphologically consist- 
ent with fungi in six more lesions. Therefore, struc- 
tures resembling organisms have not been found 
histologically with any of the staining methods in 
only four of these 61 culturally positive lesions 
(table 6). 

Comment 


For demonstration of acid-fast bacilli in sections 
of tissue, we prefer the night-blue stain with safra- 
nine counterstain to the more commonly used Ziehl- 
Neelsen stain, since we found that blue-stained 
acid-fast bacilli are much easier to see than red- 


TaBLe 6.—Demonstration of Fungi in Stained Sections of 
Tissues from Patients with Positive Cultures 
for Fungi, Mayo Clinic, 1946-1953 
Positive on Histological 
Examination, No. 


Rou- 
No. _ tine Un- 
of Exam- iden- 


See- ina- PAS GMS tified, 
Structures Resembling tions tion Stain Stain Total No. 


Histoplasma capsulatum ......... 18 11 5 2 18 0 
Coccidioides immitis .............. 20 6 9 3 18 2 


Blastomyces dermatitidis 
oe eres 15 9 5 1 15 


Cryptococcus neoformans ....... 3 
Sporotrichum schenckii ........... 5 


stained acid-fast bacilli. Hallberg ° discussed the 
many advantages of the night-blue stain in com- 
parison to other acid-fast staining methods. 
Grocott “ first suggested using Gomori’s methen- 
amine-silver nitrate stain for the demonstration of 
fungi in tissue. Zimmerman “ mentioned the various 
advantages of this technique as compared to meth- 
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ods with other stains for fungi. Since the GMS 
method affords such a sharp contrast between the 
fungi, which are stained intensely black, and the 
background, which is almost colorless, it is possible 
to find fungi more rapidly and under lower magni- 
fication than with other staining methods. Struc- 
tures believed to be fungi frequently can be demon- 
strated with the GMS technique when they cannot 
be found with other staining methods (fig. 6). It is 
pertinent to emphasize that these organisms are 
found in the central caseous debris of the granu- 
loma; consequently, it is important that sections be 
taken to include this central caseous zone. These 
culturally sterile structures that are only demon- 
strated by special histological methods are thought 
to be nonviable fungi that have lost their stain- 
ability by ordinary methods.* 

In the tuberculoma-like type of pulmonary granu- 
lomas, which at one time were thought to be 
pathognomonic of infection with the tubercle bacil- 
lus, Myco. tuberculosis was cultured in only 2.2% of 
lesions; in an additional 1.1% of these granulomas, 
acid-fast bacilli were observed microscopically but 
could not be cultured. However, structures resem- 
bling H. capsulatum were observed in 72.8% of 
these tuberculoma-like pulmonary granulomas; in an 
additional 7.6% of these lesions, structures resem- 
bling C. immitis were noted. The tuberculoma-like 
lesion is assumed to be the healing or healed phase 
of a pulmonary infection. 

Current literature indicates some trend toward 
the view that improved staining methods can re- 
place microbiological techniques. However, special 
stains are capable of demonstrating only a few of 
the specific pathogens, whereas the problem in a 
granulomatous lesion is to demonstrate one of a 
wide variety of causative agents. Multiple organisms 
occasionally are isolated from a single granuloma. 
Obviously, large numbers of infections by the 
tubercle bacilli or brucellar organisms would go 
undiagnosed if resort to cultural methods were 
abandoned. Furthermore, even when a fungus can 
be demonstrated histologically it is often difficult, if 
not impossible, to identify the genus with certainty 
by histological examination alone. With the exist- 
ence of small forms of Blastomyces and large forms 
of Histoplasma, one might question the validity of 
any purely morphologic identification of either of 
these organisms in tissue. On occasion, Blastomyces, 
Cryptococcus, and Coccidioides have been confused 
with one another by the surgical pathologist when 
he observes these organisms in tissues removed at 
operation. Another pitfall inherent in morphologic 
methods is the presence of artifacts that may closely 
simulate certain pathogenic fungi. Finally, in many 
granulomas, cultures have revealed the presence of 
a causative organism that had not been observed in 
sections of tissue stained by multiple special tech- 
niques. 
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Summary and Conclusions 


More than half (55.9%) of a series of 138 surgically 
excised pulmonary granulomas studied at the Mayo 
Clinic during a two-and-one-half-year period con- 
tained “structures” histologically resembling Histo- 
plasma capsulatum or Coccidioides immitis when 
stained _by Gomori’s methenamine-silver nitrate 
(GMS) technique. Extensive efforts to obtain 
growth of fungi from these structures were un- 
successful. These culturally sterile structures are 


Fig. 6.—Consccutive sections of same area in caseous 
center of culturally sterile pulmonary granuloma. a, hema- 


toxylin and eosin, x 480; b, PAS, «480; c, GMS, x 480. 


thought to be nonviable fungi that have lost their 
stainability by ordinary staining methods. 

With the GMS stain, fungi can be found in sec- 
tions of tissue more rapidly and under lower mag- 
nification than they can by means of other staining 
methods. Fungi can be demonstrated frequently 
with the GMS technique when they cannot. be 
found with other staining methods. Staining meth- 
ods cannot replace cultural methods; rather, the 
two methods are supplementary. 
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VASCULAR ACCIDENTS 


TO THE BRAIN STEM ASSOCIATED WITH 


NECK MANIPULATION 
David Green, M.B. 


and 


Robert J. Joynt, M.D., Iowa City 


Vascular accidents involving the brain stem after 
vigorous manipulation of the neck have been re- 
ported in the past.' The mechanism underlying 
such a catastrophic event was first suggested by 
De Kleyn and Nieuwenhuyse’ in a study con- 
ducted on autopsy material. They found that ex- 
tension of the neck and turning the chin to one 
side severely compromised the circulation through 
the opposite vertebral artery. Tatlow and Bammer * 
confirmed these findings and supplied postmortem 
angiographic evidence showing narrowing of the 
vertebral artery at the atlanto-occipital joint during 
extension and rotation of the head. 

We have recently encountered two examples 
of this disorder. They are unusual in that the first 
patient had an underlying neurological disease and 
had the acute vascular signs engrafted on this. In 
the second patient, the signs and symptoms pro- 
gressed successively with each manipulation. Also, 
the second patient reported pallesthesia (sensation 
experienced at a point remote from that stimulated), 
which is infrequently seen with brain-stem lesions.“ 


Report of Cases 


Case 1.—A woman, aged 31, was admitted to 
the University Hospital on June 31, 1957. There 
was a 10-year history of intermittent diplopia and 
blurring of vision, with a tentative diagnosis of 
multiple sclerosis. One week prior to admission, 
she had a chiropractic adjustment for abdominal 


From the Department of Neurology, State University of Iowa. 


A woman, aged 31, had nausea, vomiting, 
slurred speech, and diplopia after vigorous 
manipulation of the neck during chiropractic 
treatment. There was weakness of the left 
arm and leg and decreased sensation for 
touch and pallesthesia over the left half 
of the body, including the face. The patient's 
underlying disease was believed to be multi- 
ple sclerosis, but the acute episode repre- 
sented a _ brain-stem vascular accident 
secondary to manipulation of the neck. A 
man, aged 55, had a similar treatment twice. 
Signs and symptoms became worse with each 
manipulation. Examination revealed Horner's 
syndrome on the left side, paralysis of the 
left vocal cord, and diminished sensation of 
pain and temperature over the right half of 
the body. Manipulation of the neck can 
significantly narrow the lumen of the verte- 
bral artery, and susceptibility to such ac- 
cidents may depend on an abnormal vascular 
supply to the basilar arterial system. 


distention. Immediately after vigorous manipula- 
tion of her neck, she became violently dizzy, vom- 
ited, and lost power and sensation in the left arm 
and leg. Nausea and vomiting persisted for two 
days along with slurred speech and diplopia. 
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On her initial examination one week after the 
onset, there was weakness and clumsiness of the 
left arm and leg and decreased sensation for touch, 
pain, and pallesthesia over the left half of the body, 
including the face. The Romberg sign was present, 
nystagmus was noted on left and right lateral 
gaze, and a Babinski toe sign was present on the 
left. Results of laboratory studies were normal 
except for a first-zone rise in the spinal fluid col- 
loidal gold curve. Roentgenograms of the cervical 
vertebrae, including views of the odontoid process, 
were normal. Over the next few months, there was 
almost complete recovery of the strength and sen- 
sation in the left arm and leg. The subsequent 
course of the condition made us feel that the pa- 
tient’s underlying disease was multiple sclerosis 
but that the acute episode represented a brain-stem 
vascular accident secondary to manipulation of the 
neck. 

Case 2.—A man, aged 55, was admitted to the 
Veterans Administration hospital on Aug. 2, 1957. 
He had sought chiropractic treatment two weeks 
before for a “strained back and stiff neck.” He had 
been placed on his stomach and his head was ro- 
tated to the right and left until his neck “popped.” 
One-half hour after the treatment, he staggered 
when attempting to walk and could not place his 
right leg properly. The next morning, the right arm 
was numb. The following day, he had a similar 
adjustment, and after this his whole right side 
was insensitive to pain and he could not discrimi- 
nate temperature changes, but he maintained the 
sensation of touch. The right side of the forehead 
was also numb, the left side of the face did not 
sweat, and his voice was hoarse. 

His admission examination revealed Horner's 
syndrome on the left, peripheral-type weakness of 
the left side of the face, deviation of the palate 
to the right, paralysis of the left vocal cord, weak- 
ness of the right arm and leg, diminished pain and 
temperature (but not touch) over the right half 
of the body, and slight hypalgesia and hypesthesia 
of the right side of the forehead. When the right 
side of his chest was tcuched, he felt a lightning- 
like sensation at a similar spot on the left side. 
Laboratory examinations were normal except for a 
slightly elevated blood sugar level. Roentgeno- 
grams of the cervical vertebrae were interpreted 
as showing osteoarthritis with lipping of the ver- 
tebral bodies. The findings did not change during 
his hospitalization. 

Comment 


As it can be readily demonstrated that manipula- 
tion of the neck can significantly narrow the lumen 
of the vertebral artery,’ it is unusual that only two 
such cases have been seen in recent years. The 
chiropractic method was started in Iowa, being 
introduced near the turn of the century. It is ex- 
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ceptional to interview a patient on the neurological 
service who has not at some time had one or sev- 
eral neck manipulations. The rarity of vascular 
accidents, therefore, must stem from one or more 
of the following conditions being present in the 
affected cases: 1. The manipulation is unusually 
violent. 2. The bony structures in apposition to 
the vertebral arteries must be abnormal by virtue 
of congenital or degenerative changes. 3. There 
is underlying vascular disease such as atherosclero- 
sis. 4. There is an abnormal vascular pattern, such 
as one vertebral artery or one effective vertebral 
artery which constitutes the major blood flow into 
the basilar system. 

Judging from the vivid descriptions of a typical 
adjustment, it would seem that there is no paucity 
of vigorous neck manipulations. Thus, this is prob- 
ably not a significant factor. Roentgenograms of 
the cervical vertebrae for the two patients reported 
on here and for most of the other cases mentioned 
in the literature have been normal or, at most, 
showed some osteoarthritis. This does not rule out 
some subtle change at the atlanto-occipital region, 
but it is unlikely. The ages (32, 35, 35, 37, 41, 28, 
31, and 55) of the patients reported on here and 
in the literature fell mainly in the fourth decade, 
so that the presence of advanced atherosclerosis is 
probably not a determinant. The last possibility, 
an abnormal vascular pattern, was suggested by 
De Kleyn and Nieuwenhuyse * to account for dizzi- 
ness and nystagmus in some of their patients when 
the head was placed in certain positions in rela- 
tion to the trunk. They found that occasionally 
one vertebral artery was much larger and reasoned 
that occlusion of this would embarrass the blood 
supply of the brain stem. This last explanation 
seems most likely to account for the reported com- 
plication and also for the rarity of brain-stem 
vascular accidents after manipulations in a popula- 
tion which is overly exposed to such treatment. 


Summary 


Two patients developed symptoms and _ signs 
suggestive of brain-stem vascular accidents after 
chiropractic manipulation. Other investigators have 
shown that the vertebral arteries may be com- 
pressed during such manipulations. The rarity of 
this occurrence is ascribed to the fact that the 
susceptible patient may have an abnormal vascular 
supply to the basilar arterial system. 
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Vaccination has proved to be the only effective 
method of control against influenza. Because of the 
possibility of sudden antigenic changes in the virus 
and the greater effectiveness of a homologous vac- 
cine against the current strain, there may not be 
time, in the face of an epidemic caused by a new 
variant of the virus, to prepare sufficient vaccine to 
protect large population groups. Under such cir- 
cumstances more persons could be immunized by 
the intradermal route, which requires less vaccine, 
if this is proved to be as effective as the conven- 
tional subcutaneous route. Whether or not the 
intradermal route is an effective method of immuni- 
zation for adults has not been definitely established. 
However, this method has been a recommended 
procedure for young children ' and deserves further 
study for reasons mentioned above. 

During the 1957 Asian influenza outbreak in 
Memphis, Tenn., we were requested to vaccinate 
the children of an orphanage. This afforded an 
opportunity to observe the effectiveness of Asian 
influenza vaccine given intradermally in the face 
of an epidemic, and this paper summarizes our 
experiences. 

Materials and Methods 

Population.—This study was conducted in an 
orphanage with 168 children between the ages of 
1 and 17 years. Infants under 1 year were not in- 
cluded in the study; however, those from 6 months 
to 1 year of age were immunized. The orphanage 
separated the children by age groups for conven- 
ience of their care. Two groups of preschool-aged 
children of mixed sexes, those between 1 and 3 
years of age and those between 3 and 6 years of 
age, were located in a separate building. These had 
separate dining rooms and play rooms, and they 
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The effectiveness of intradermally injected 
vaccine against Asian influenza was studied 
in an orphanage in Memphis, Tenn., with 168 
children between the ages of 1 and 17 years. 
A single lot of monovalent Asian strain type 
A influenza vaccine containing 200 chick cell 
agglutination units per milliliter was used 
throughout the study. The outbreak of in- 
fluenza in the orphanage began on the same 
day as in the city of Memphis. Four cases 
occurred before the first injection, 17 be- 
tween the first and second, and 5 after the 
second. The outbreak in the orphanage had 
substantially ceased before the citywide 
epidemic had reached its peak. Comparison 
of the hemagglutination-inhibition titers of 
serum samples obtained before and after the 
injections, with a consideration of the time 
relation of the cases among the different age 
groups in the orphanage, indicated that the 
vaccine was effective when given intrader- 
mally. 


slept, on different floors, in rooms containing two 
to three beds. The youngest group was supervised 
by a registered nurse. The girls of the oldest age 
group (10-17 years) helped to bathe and dress the 
younger children each evening, which resulted in 
daily mixing between these age groups. 

The school-aged children were divided into two 
groups, aged 6-10 and 10-17 years, who lived in an 
area separated from the younger age groups. These 
two groups of older children took meals in a com- 
munal dining room. The dormitories were large, 
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unpartitioned rooms, one each for boys and girls of 
the 6-10-year group and one each for boys and 
girls of the 10-17-year group. The children of the 
first four grades (6-10 years) attended school on 
the premises of the orphanage. The older children 
went to public or parochial schools in the city. 

There were two visiting Sundays a month and 
much interval visiting to the institution. Thus the 
children, particularly the older children, had con- 
siderable contact with people outside of the or- 
phanage. 

Vaccination.—The first dose of vaccine was given 
to the children between Oct. 18 and 22. A single 
lot (035331-B) of monovalent Asian strain type A 
influenza vaccine containing 200 chick cell agglu- 
tination (CCA) units per cubic centimeter was used 
throughout the study. One-tenth cubic centimeter 
was given intradermally on the flexor surface of the 
forearm, and this dose was repeated in seven or 
eight days. 
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Laboratory Methods.—Virus isolations were at- 
tempted in some cases of clinical illness. Throat 
washings were inoculated into the amniotic sac of 
10-to-1l-day-old hen eggs, and viruses isolated 
were typed for final identification by the laboratory 
of the Tennessee Department of Public Health. 

Blood specimens were taken immediately prior to 
vaccination and again one month later. Serums 
were separated within 24 hours and stored at -20 
C until tested. Hemagglutination-inhibition (HI) 
tests were performed on these serums by the stand- 
ard reference technique with chicken red blood 
cells.? Asian influenza virus strain A/Japan/305/57 
in the seventh pure-line egg passage was used in 
these tests. 

Results 


The first cases of illness suggesting influenza 
were observed on Oct. 15 and 16, 1957, in four 
girls in the 10-17-year age group. The onset was 
sudden, with rise in temperature to 102 F (38.9 C), 
headache, malaise, myalgia, and cough. They were 


TaBLE 1.—Clinical Cases of Influenza Among 168 Orphanage Children by Date of 
Appearance and of First and Second Doses of Asian Strain Vaccine 


Age Group, Yr. — 
(No. of Children) 10/15 
1-3 (22) 
No. of cases 
3-6 (40) 
6-10 (58) 
10-17 (48) 
No. of cases 


10/18 «10/19 «10/20 10/22, 10/24) 10/29 10/30: 10/31 8 No. t 


Total 
Date Cases 


Only 13 of the total population of 168 children 
failed to receive the two doses of vaccine. Of these, 
four had the original cases of illness in the 10-17- 
year age group, becoming ill Oct. 15-16; five were 
in children in the older age groups who became ill 
after their first dose of vaccine and were not given 
the second dose; and four were children who 
escaped vaccination due to circumstances beyond 
control. All of the orphanage personnel, except one 
maid, were given similar vaccine from another 
source at the same time the children were vacci- 
nated. Children newly admitted to the orphanage 
were vaccinated as they arrived. 

Clinical Follow-up Study.—Clinical observations 
were made daily by the pediatrician (L. C. W.) dur- 
ing the period of study, which was from Oct. 15, 
1957, to Nov. 25, 1957, although clinical observa- 
tion was carried out beyond this period. In addition 
to noting evidences of clinical disease, attention 
was given to both systemic and local reactions to 
the vaccine. The local reactions were recorded 
after 24 hours, again at 3 or 4 days, at 7 days, and, 
finally, at 30 days after vaccination. 


not observed to have coryza or red throats. No 
virus isolations were attempted on these children; 
however, serologic findings were indicative of Asian 
influenza, showing at least a fourfold rise in the 
HI titer. These initial cases occurring in the orphan- 
age corresponded in occurrence to a widespread 
outbreak in the city of Memphis. Unpublished data 
on absenteeism among school children collected by 
Dr. Nobel W. Guthrie of the Memphis-Shelby 
County Health Department indicate that this com- 
munity outbreak of influenza began about Oct. 
14-15 and reached a peak about Nov. 4, 1957. 

Vaccinations were begun on the younger chil- 
dren in the orphanage on Oct. 18, after the occur- 
rence of the above cases, and all of the other 
children and personnel received their first immu- 
nization by Oct. 22. The second doses of vaccine 
were given between Oct. 25 and 30. Thus, the 
entire orphanage population, with the minor ex- 
ceptions noted previously, was protected by vacci- 
nation, but not until after clinical cases of influenza 
had appeared in the older group and in the com- 
munity. Table 1 shows the dates of vaccination and 
the occurrence of clinical cases of influenza among 
children in each age group. 
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Seventeen clinical cases of influenza occurred 
between the first and second doses of vaccine. 
These were in 12 girls and 1 boy in the 10-17-year 
group. Three were so mild that they would not 
have been called influenza in the absence of the 
outbreak. Another boy in the 10-17-year group had 
been newly admitted and received the first dose of 
vaccine four days before developing influenza. 
Also, three girls in the 6-10-year age group became 
ill after the first dose of vaccine. Throat washings 
were collected on 11 of these 17 children, and 7 of 
these yielded Asian strain influenza on isolation. 

Five cases of influenza occurred after the second 
dose of vaccine. Four of these five cases occurred 
the day after the second dose, and these were 
among children in the 6-10-year group. Two girls 
and two boys were ill. One girl and one boy were 
so mildly ill that their’ illnesses would not have 
been called influenza in the absence of the epi- 
demic. Asian influenza virus was isolated from 
both of these. 

The fifth case occurring after the second dose of 
vaccine was in a boy in the 10-17-year age group 
who became ill on Nov. 8, 1957. His case represents 
the last illness observed in the orphanage and the 
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persons were in constant association with the in- 
fants and younger children during their own ill- 
nesses, which occurred in late October after they 
had received their second dose of vaccine. 

It is also noteworthy that the children in the 
3-6-year age group had been under intensive ob- 
servation during a special study of respiratory 
diseases for 10 months prior to and concurrent with 
the present study. None of these developed disease 
which could be considered to be even mild or 
atypical influenza, although some did show rhinitis 
with cough, fever, or malaise. These illnesses were 
no different from numerous such episodes experi- 
enced during the year. In fact, this group was 
remarkably free of all respiratory symptoms during 
the period of the present study. Although no defini- 
tive data are available regarding the incidence of 
clinical influenza among children under 6 years of 
age in the population of the city during the epi- 
demic, it is our opinion, and that of pediatricians 
practicing in the community, that this age group 
was not spared from attack. 

The duration of illness in the first cases observed 
was three to five days, usually three days, with the 
height of febrile response on the second day. It has 


Ist Dose 


2nd Dose 


Papulest Papulest 
Reaction* Present Reaction* Present 
After 24 Hrs., No. After After 24 Hrs., No. After 
No.of — - ——~ 1Wk., No.of 1Wk., 
Age Group, Yr. Children 0 1 3 No. Children 0 1 2 No. 
8 


22 0 
0 


45 0 


0 


0 20 
39 
23 0 41 0 8 ll 


155 


greater than 25 by 30 mm. 


only case occurring after the second dose of vac- 
cine was presumed to be effective. This case was 
very mild, with rise in temperature to 102.8 F 
(39.3 C), and lasted only 36 hours. Virus was not 
isolated from a specimen taken during his illness. 

The influenza morbidity for each age group 
revealed that 19 of 48 children (39.6% ) in the 10-17- 
year group, 7 of 58 (12.1%) in the 6-10-year group, 
and none in the two younger age groups (1-3 and 
3-6 years) became ill. It is important to note that 
the younger children were known to have been 
exposed to influenza even though no clinical influ- 
enza developed among them. One of the older girls 
in the 10-17-year age group, who became ill on 
Oct. 15, and another girl of this group, who became 
ill on Oct. 24, until they exhibited severe clinical 
manifestations of illness bathed and dressed the 
younger children each evening. Also, two other 
adults in charge of the preschool-aged children 
developed mild clinical influenza confirmed by 
serologic evidence of Asian strain virus. These 


*0 = No redness, no induration; 1 = pink, slight induration up to 15 by 15 mm.; 2 = red, indurated up to 25 by 30 mm.; 3 = red, induration 


+ More than temporary induration, persisting as small nodule with brownish pigmentation. 


already been noted that 5 of the 26 cases were of 
such a mild character that the diagnosis of influ- 
enza would probably not have been made in a 
nonepidemic year. In fact, no cases were consid- 
ered severe, and no complications occurred. Immu- 
nization may have contributed to this. 

There were only 6 systemic reactions to the 
antigen out of 320 immunization procedures. Four 
of these were after the first dose and two after the 
second. These consisted of malaise, anorexia, head- 
ache, and temperature rise to less than 100 F 
(37.8 C), with a duration of less than 24 hours. 
None of the children was known to be sensitive to 
eggs, and no immediate local protein reactions 
were seen, although some were observed in a 
group of medical students receiving the same anti- 
gen intradermally. Careful attention was given to 
the long-term effects of the local injection of the 
vaccine because of the persistence of the papule 
formed by the vaccine and the fact that this some- 
times developed a brownish pigmentation which 
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might cause concern from a cosmetic standpoint. 
The extent and character of these reactions are 
presented in table 2. These papules generally dis- 
appeared by six weeks, but the pigmentation per- 
sisted in some children at least up to three months 
and was usually about 3 to 5 mm. in diameter. In 
no case was it considered a contraindication for the 
use of the vaccine by the dermal route. It is evi- 
dent from these data that the older children are 
apt to develop a more severe temporary reaction. 
Formation of pigmented papules has not been 
observed by one of us (L. C. W.) in persons receiv- 
ing influenza vaccine intradermally from other 
sources. 

The results of the HI tests performed on the 
youngest three age groups (1-3, 3-6, and 6-10) are 
presented in table 3. The 10-17-year age group is 
not included because of difficulties beyond our 
control in obtaining specimens. Since the illnesses 
had all occurred before the second dose of vaccine 
could be expected to be effective, the seven chil- 
dren in the 6-10-year age group with influenza are 
presented separately in the table from the others 
who did not become ill. The prevaccination titers 
were negative in all children in a 1:5 dilution, 
except for a single patient in the 6-10-year age 
group whose titer was 1:10. Postvaccination titers 
were not high but did show the effect of antigenic 
stimulation. A considerable number (92.7% of the 
total group) showed a twofold or greater rise in 
antibody titer, and 55.2% showed a fourfold or 
greater rise. The 6-10-year age group showed a 
greater response than either of the two younger 
age groups with regard to a fourfold or greater 
rise. 

Comment 


The pattern of the Asian influenza outbreak 
among these 168 orphanage children seems to 
have been influenced by the concurrent adminis- 
tration of the two doses of homologous virus vac- 
cine given intradermally. The following points 
seem to suggest this. 

First, both clinical and serologic evidence indi- 
cate that no Asian strain influenza had occurred 
in the children under 10 years of age up to the 
time they received the first dose of vaccine. 

Second, a very large portion of all children 
showed at least a twofold rise in HI antibody titer 
by three weeks after the second dose. Among the 
children of the 6-10-year age group who did not 
develop clinical influenza, 78.7% showed at least a 
fourfold rise in HI antibody titer after receiving 
the second dose of vaccine. The fourfold or greater 
rises in HI antibody titer among the 1-3-year and 
3-6-year age groups was 20.8 and 33.3% respec- 
tively. Since clinical influenza occurred in the 
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6-10-year age group, it is possible that inapparent 
infections may have contributed to the higher 
conversion rate or, possibly, the older children 
responded better in production of antibody. Con- 
versely, children in the younger age groups either 
produced antibody poorly or did not have in- 
apparent infections. 

Third, the outbreak in the orphanage began in 
the older children Oct. 15-16, the exact time of the 
beginning of the epidemic in the city. A total of 
19 cases (39.6%) occurred in children in the 10-17- 
year age group, and all but a single case occurred 
before the second dose of vaccine was given. The 
next younger age group experienced clinical influ- 
enza after it had subsided in the older age group. 
A total of seven (12.1%) in the 6-10-year age group 
were affected, and again the cases all occurred 
before the second dose of vaccine could become 
effective. No cases occurred in the two youngest 


TABLE 3.—Increase in Hemagglutination Antibody Titer 
and Geometric Mean Titer to Asian Strain Influenza 
in Orphanage Children Three Weeks After Second 
Intradermal Dose of Homologous Vaccine 


Rise in Titer 


2-Fold 4-Fold 
j or Greater or Greater 
No. of Mean 
Age Group, Yr. Children No. % No. % Titer* 
“4 22 91.7 20.8 5.85 
18 83.3 6 33.3 4.82 
6-10 
s cores 47 45 95.7 37 78. 9.62 
With influenza........ 7 7 100.0 5 714 «12.60 
* Reciprocals of mean titer. 0 equals <1:5, lowest dilution tested, Pre- 


vaccinal titers were all <1:5 with 1 exception. 


age groups, 1-3 and 3-6 years of age, even though 
there was known contact with children with clini- 
cal cases who were harboring the virus. 

Fourth, the epidemic in the city continued 
among school children, and the peak of the epi- 
demic was reached about Nov. 4, 1957, and tapered 
off subsequently. All cases in the orphanage oc- 
curred between Oct. 15 and 31, except for a ques- 
tionable single mild case on Nov. 8, 1957. It would 
appear, then, that the orphanage outbreak had 
substantially ceased before the citywide epidemic 
had reached its peak. 

Interest in the intradermal route for vaccination 
of children against influenza was heightened dur- 
ing the recent Asian influenza epidemic primarily 
because of shortage of vaccine and the fact that 
children tend to exhibit reactions to large doses of 
vaccine given subcutaneously. The efficacy of the 
intradermal route for immunization against other 
diseases has been pointed out in the past, and it 
was considered important to reevaluate this method 
of injection in influenza.* Some studies have shown 
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that the antibody response to 0.1 or 0.2 ml. of vac- 
cine given intradermally as a single dose or in two 
doses of the same amount given approximately one 
week apart compares very favorably with 0.5 to 
1.0 ml. given subcutaneously.‘ Others’ indicate 
that this may not be the case. The recent studies of 
McCarroll and Kilbourne ° suggest that the division 
of the vaccine into two doses given one week apart 
subcutaneously will induce an antibody response 
superior to that of a single injection by the same 
route containing the same total dose. They also 
compared 0.1-ml. and 0.2-ml. doses by both intra- 
dermal and subcutaneous routes and found the 
latter route at least equal in antigenic efficiency. 
This would seem to indicate that the timing of the 
injections may be more important than the route 
of inoculation of small dosages. This important 
observation deserves further study. Davenport,’ 
noting the failure to produce over 10 million doses 
of vaccine for civilian use prior to the epidemic 
peak of Asian influenza in 1957, suggests that re- 
liance can not be placed on strain-specific vaccine 
and a second approach, namely, a panvalent vac- 
cine, may achieve our objectives to control influ- 
enza. 

Glazier*® has recently reported immunization 
against influenza in children to be effective in the 
face of an epidemic. Of particular interest in rela- 
tion to the present study are his group-3 cases. 
None of 241 children in this group who received 
0.03 ml. of influenza A and B vaccine intrader- 
mally, followed within seven days by 0.5 ml. given 
subcutaneously, just prior to or at the beginning of 
the epidemic developed influenza. Of 61 children 
in the same group who received only the initial 
dose, 7 developed influenza. In his control group 
of 122 unimmunized children, 21 had moderate or 
severe influenza during the epidemic. 

Our observations on the course of the influenza 
outbreak in an orphanage, presented here, appear 
to indicate that the intradermal route was effective 
in preventing the spread of the disease to younger 
age groups, although other factors may possibly 
have played a role. Our experience justifies con- 
tinued use of the intradermal route in children and 
further studies of its effectiveness in older age 
groups. 

Summary 


Homologous Asian strain influenza vaccine was 
given intradermally in two 0.1-ml. doses one week 
apart to 168 orphanage children from 1 to 17 years 
of age during the early phase of an outbreak of 
Asian influenza. All clinical cases of influenza oc- 
curred before the second dose of vaccine could 
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become effective, except for a questionable mild 
case which occurred later. The cases were con- 
fined to the older children, with 40% of those in 
the 10-17-year age group and 12% of those in the 
6-10-year age group becoming ill. No cases oc- 
curred among the children under 6 years of age. 
Hemagglutination-inhibition titers were studied 
on prevaccinal and postvaccinal serum samples, 
and reactions to the vaccine were noted. The data 
appear to substantiate the effectiveness of intra- 
dermal vaccination against influenza in children 
in an epidemic situation. 
62 S. Dunlap St. (3) (Dr. Rendtorff). 


This study was supported in part by a research grant from 
the National Institute of Allergy and Infectious Diseases, 
National Institutes of Health, U. S. Public Health Service. 

The Asian influenza vaccine used in this study was sup- 
plied by Parke, Davis & Company, Detroit. 
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EXPERIENCES WITH GENERAL ANESTHESIA IN PATIENTS 
WITH FAMILIAL DYSAUTONOMIA 


Marilyn M. Kritchman, M.D., Herman Schwartz, M.D. 


Emanuel M. Papper, M.D., New York 


Since 1949, when familial dysautonomia was des- 
cribed by Riley and co-workers,’ eight patients 
with this disease have been anesthetized for 27 
surgical procedures at the Columbia—Presbyterian 
Medical Center. The morbidity from the anesthesia 
in these patients was high. The difficulties in pro- 
viding anesthesia safely were serious. Since the dis- 
ease is rare and the opportunities to administer 
anesthesia unusual, a review of the problems pre- 
sented and the details of anesthetic management 
appeared desirable. 

Diagnosis 

Familial dysautonomia is a congenital condition 
frequently seen in siblings and characterized by 
specific disturbances of the nervous system. The 
most striking clinical manifestations are associated 
with aberrations in autonomic nervous system func- 
tion. All responses to sensory stimuli appear to be 
either particularly exaggerated or absent. Almost 
all of the reported patients are small in stature and 
undernourished. The age at which they have been 
seen has rarely exceeded 20 years, the majority 
ranging from 1 to 12 years of age. Many deaths 
have occurred in the first two to three years of life, 
but many such patients appear capable of indefi- 
nite survival. The oldest currently is 27 years of 
age. 

Table 1 outlines the salient features of the dis- 
ease.” Certain characteristics are more pertinent to 
the anesthetic management and bear emphasis. 
Among the disorders of the autonomic nervous 
system, peripheral vascular dysfunction is promi- 
nent. These patients exhibit skin blotching with 
excitement or ingestion of food. Hypertension in 
response to emotional stimuli is usually, though 
not always, present. 

Normal individuals show a slight rise in both 
systolic and diastolic pressures when changing from 
the supine to the erect posture. In contrast, these 
patients show a fall in systolic and an even more 
striking fall in diastolic pressure during the same 
change in posture. All of the reported patients have 
exhibited postural hypotension.* 

Especially in the early years, bronchopneumonia 
and atelectasis are apt to occur. Moloshok and 
Moseley * believe this is a consequence of excessive 
mucoid secretions. According to Riley,’ however, a 


From the Department of Anesthesiology of the College of Physicians 
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The syndrome familial dysautonomia in- 
cludes a combination of congenital abnormal- 
ities and clinical manifestations that make a 
patient a poor candidate for general anes- 
thesia. Striking features are indifference to 
pain and diminished lacrimation, which pre- 
dispose to corneal ulceration, and poor 
vasomotor control, which predisposes to hy- 
pertension during emotional crises and to hy- 
potension during anesthesia. Three cases are 
described in detail. Among eight patients in 
whom this syndrome was observed, severe 
hypotension during anesthesia occurred six 
times and cardiac arrest twice. When this 
condition is suspected, a complete preopera- 
tive evaluation is needed. Patients who have 
this condition do not tolerate thiopental 
sodium or tribromoethanol as anesthetic 
agents. If local anesthesia after premedica- 
tion with chlorpromazine is not suitable, the 
alternative is premedication with chlorpro- 
mazine and belladonna drug followed by a 
volatile general anesthetic. 


poor swallowing reflex with aspiration of food or 
secretions probably is an important contributing 
factor. As the children grow older, pulmonary com- 
plications tend to diminish. 

Poor temperature control is another feature of 
the disease, and even mild infections are accom- 
panied by high fevers. At times, bouts of elevated 
temperature occur with no overt evidence of in- 
fection. Fever and the vomiting which is character- 
istic of the syndrome often complicate the post- 
operative period. 

The sensory disturbance of importance is in- 
difference to pain. This is not true anesthesia, since 
the patients can readily identify pin prick. It rep- 
resents a lack of awareness of discomfort. The 
diminished lacrimation and corneal anesthesia 
which are present contribute to the frequency of 
corneal ulceration. Healing of corneal ulceration is 
slow and often requires surgical creation of inter- 
marginal lid adhesions.’ Other characteristics of the 
disease include poor muscle coordination with ab- 
sent or hypoactive deep tendon reflexes, dysarthria, 
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emotional lability, and drooling beyond the usual 
age. Death usually occurs after infection or aspira- 
tion of vomitus. 

There is no satisfactory treatment at the present 
time. Prefrontal lobotomy, electroshock, tentorial 
splitting, and lumbar sympathectomy have ll 
failed. Chlorpromazine has proved useful for the 
treatment of prolonged vomiting. If given at the 
onset of an attack in combination with phenobar- 
bital, the vomiting is often stopped and the period 
of disability seems shortened. 

Thirteen postmortem examinations have been re- 
ported without evidence of consistent or character- 
istic abnormalities of the central nervous system. 


1.—Clinical Features of Familial Dysautonomia® 


Disturbances of autonomile nervous system 
Reduced or absent tears when erying ................... t+ 
Peripheral vascular disturbances 

Hypertension with excitement 
Erratic temperature control 
Disturbed swallowing reflex ......... 
Diarrhea or constipation ............ 
Disturbances of voluntary neuromuscular system 


Absent or hypoactive deep tendon reflexes ............. ++ 


Muscular imbalance 


Abnormal electroencephalogram ++ 

Sensory disturbances 
+ 
Propriceeptive disturbances + 
Psychological disturbances 
Apparent reduction in intellectual capacity ............ ++ 
Breath holding spells in infaney .................... aes 
Periodic spells of vomiting 


Emotional lability of severe degree 
Disturbances not directly involving central nervous system 

Retardation of growth hace 


Increased tendency to bodily injury + 
Allergic manifestations ............ 
Factors suggesting genetic origin 
++(?+++) 


Consanguinity of parents 
Occurrence in related families 


++(25-35% ) 


"From Riley.2. Key: 0 = not seen in any cases so far known; + — 
seen in some cases, but not frequently enough to be remarkable; + = 
occurs more frequently than expected in the general population, but 
still not common; +4 occurs frequently, but not so regularly as to 
be required for diagnosis; +++ = probably present in all cases, 
though future experience may reveal exceptions 


Three showed brain lesions, one had a thalamic 
cyst destroying the dorsal medial nucleus, one had 
marked degenerative changes in the reticular sub- 
stance of the pons and medulla, and one had mul- 
tiple brain abscesses.*° Psychiatric studies reveal a 
behavior pattern most closely resembling that of 
children who suffer from diffuse organic disorders 
of the brain.’ To account for the widespread cen- 
tral and peripheral involvement, Riley * and others 
have postulated a fundamental enzyme disturbance 
in the nervous system as the causative factor. 


Analysis of Cases 


‘ight patients ranging in age from 9 months to 
12 years received general anesthesia 27 times for 


a variety of surgical procedures (table 2). Pre- 


DYSAUTONOMIA—KRITCHMAN ET AL. 


J.A.M.A., May 30, 1959 


anesthetic medication with a belladonna deriva- 
tive alone was administered in 11 cases, an opiate 
combined with belladonna in 4, barbiturate and 
opiate with belladonna in 5, barbiturate with bella- 
donna in 2, chlorpromazine combined with an opi- 
ate and belladonna in 1, and chlorpromazine com- 
bined with a barbiturate and belladonna in 1. In 
the remaining three cases no premedication was 
used. 

Different anesthetic agents were tried. Tribro- 
moethanol (Avertin) alone was used three times, 
and tribromoethanol followed by diethyl ether was 
used five times. Vinyl ether followed by diethyl 
ether was administered twice, cyclopropane fol- 
lowed by diethyl ether in two cases, and ethyl 
chloride followed by diethyl ether twice. Diethyl 
ether was given alone in six cases, thiopental sodi- 
um followed by nitrous oxide-oxygen in four, tri- 
bromoethanol followed by thiopental sodium and 
nitrous oxide-oxygen in one, thiopental sodium 
alone in one, and open insufflation of cyclopropane 
in one. 

Complications during anesthesia were frequent 
and related specifically to the cardiovascular sys- 
tem. Severe hypotension occurred six times, once 
requiring cancellation of the operative procedure. 
Hypotension resulted in two instances of cardiac 
arrest, with successful resuscitation by cardiac 
massage and efficient ventilation with oxygen. 

The most prominent postoperative complication 
was pulmonary. Bronchopneumonia was present 
five times in this series, accompanied twice by ate- 
lectasis. Two patients exhibited cyanosis during the 
recovery from anesthesia. There were three patients 
who developed the cyclic vomiting and spiking 
temperatures characteristic of this disease. The 
following three case reports are described in detail 
to illustrate the cardiovascular collapse which may 
occur. 


Report of Cases 


Case 1.—An 18-month-old girl, weighing 12 lb. (5.4 kg.), 
had the characteristic clinical signs of familial dysautonomia. 
She was undernourished and dwarfed and had frequent 
bouts of vomiting and bronchopneumonia and a labile hyper- 
tension. An arthrogram was scheduled to establish the diag- 
nosis of congenital hip dysplasia. On two previous occasions 
the procedure was canceled because of persistent broncho- 
pneumonia. On this occasion a preoperative chest film 
showed normal findings. Scopolamine, 0.2 mg., was given 
one hour before operation. The patient arrived in the operat- 
ing room with a dry mouth and was crying. After a cut- 
down incision for intravenous cannulation was performed 
with use of local anesthesia, 2 cc. of a 1.25% solution of 
thiopental sodium was injected intravenously. A mask was ap- 
plied, and a mixture of 60% nitrous oxide and 40% oxygen 
was administered through a nonrebreathing system. A metal 
oral airway was inserted after 12.5 mg. more of thiopental 
sodium had been given. The patient coughed twice and 
became apneic, although the airway was clear and the chest 
easily inflated. The pulse slowed to 10 beats per minute, and 
the blood pressure could not be measured. Positive pressure 
oxygen was given by mask, and ephedrine (5 mg.) was in- 
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TABLE 2.—Results of General Anesthesia in Eight Patients with Familial Dysautonomia 


Symptoms 
Hypertension, 
pulmonary 
symptoms 


Hypertension 


Pulmonary 
symptoms 


Hypertension, 
pulmonary 
symptoms 


(Normotension, 
no pulmonary 
symptoms) 


Hypertension, 
pulmonary 
symptoms 


(Normotension, 
no pulmonary 
symptoms) 
Hypertension, 
pulmonary 
symptoms 


Operation 
Arthrogram 


Myelogram 


Correction of varus 
deformity of right 
foot 

Suture of tongue 


Stellate block 


Creation of lid 
adhesions 


Lysis of adhesions 


Creation of lid 
adhesions 


Lysis of adhesions 


Topectomy 


Lobotomy 


Creation of lid 
adhesions 


Creation of 
conjunctival flap 


Release of 
conjunctival flap 


Creation of lid 
adhesions 


Release of adhesions 
Creation of 
adhesions 

Creation of lid 
adhesions 


Inversion of 
eyelashes 


Bronchoscopy, 
bronechography 


Tonsillectomy, 
adenoidectomy 
Division of 
tentorium 


Creation of 
adhesions 
Creation of lid 
adhesions 


Creation of lid 
adhesions 


Superficial 
keratectomy 


Superficial 
keratectomy 


Premedication 
Scopolamine, 0.2 mg. 


Morphine sulphate, 
3 me 


Meperidine (Demerol), 
40 mg., scopolamine, 
0.2 meg. 
Chlorpromazine 
(Thorazine), 10 mg., 
secobarbital (Seconal), 
15 mg., scopolamine, 
0.2 meg. 

None 


Secobarbital, 60 mg., 
scopolamine, 0.25 mg. 
Secobarbital, 60 mg., 

scopolamine, 0.2 mg., 
morphine sulphate, 

3 meg. 

Atropine, 0.1 mg. 


Meperidine, 20 mg., 
scopolamine, 0.2 mg. 
Morphine sulphate, 7 
meg., scopolamine, 0.3 
meg. 


Amobarbital (Amytal), 
100 mg., meperidine, 

50 mg., scopolamine, 

0.3 mg. 

Meperidine, 25 mg., 
chlorpromazine, 10 mg., 
scopolamine, 0.2 mg. 


Atropine, 0.1 mg. 
Atropine, 0.1 mg. 


Atropine, 0.1 mg. 


Atropine, 0.1 mg. 
Atropine, 0.1 mg. 


Atropine, 0.1 mg. 


Atropine, 0.2 mg. 


None 


Secoburbital, 30 mg., 
scopolamine, 0.2 mg. 
Scopolamine, 0.1 mg. 


None 


Atropine, 0.1 mg. 


Secobarbital, 45 mg., 
codeine, 45 mg., 
scopolamine, 0.3 mg. 
Secobarbital, 50 mg., 
morphine sulphate, 

5 mg., scopolamine, 
0.4 mg. 

Secobarbital, 100 mg., 
morphine sulphate, 8 
mg., scopolamine, 0.3 
meg. 


Anesthetie Agent 


Thiopental sodium, 
nitrous oxide-oxygen 


Tribromoethanol 
(Avertin), 100 mg./ke. 
of body 

weight 

Cyclopropane, nitrous 
oxide-oxygen, ether 


Vinyl] ether (Vinethene) 
nitrous oxide-oxygen 


Cyeclopropane 


Vinyl! ether 


Tribromoethanol, 50 
me./kg. of body 
weight, ether 


Ethyl chloride, ether 


Tribromoethanol, ether 


Tribromoethanol, 70 
mg./kg. of body 
weight, thiopental 
sodium, nitrous oxide- 
oxygen, meperidine 
Thiopental sodium, 
vinyl ethyl-ether, 
nitrous oxide-oxygen 


Cyclopropane, nitrous 
oxide-oxygen, ether 


Ether 


Ether 
Ether 


Ether 
Ether 


Tribromoethanol, 100 
mg./kg. of body 
weight, ether 
Tribromoethanol, 100 
mg./kg. of body 
weight 

Ethy! ehloride, ether 


Ether 


Ether, thiopental 
sodium, nitrous oxide- 
oxygen 

Thiopental sodium 


Tribromoethanol, 95 
meg./kg. of body 
weight, ether 
Tribromoethanol, 95 
meg./kg. of body 
weight 
Tribromoethanol, 50 
mg./kg. of body 
weight, nitrous oxide- 
oxygen, ether 
Thiopental sodium, 
succinyleholine, 
nitrous oxide-oxygen 


Complications 


Anesthetic 


Hypo- 
tension 


None 


None 


Labile pulse 


None 


None 


Hypo- 
tension, 
cardiac 
arrest 


Hypo- 
tension 


None 
None 


None 
None 


None 
None 


None 
None 
None 


None 
Hypo- 
tension 
throughout 
None 


None 
None 


Hypo- 
tension 


Cardiac 
arrest 


Postoperative 
Cyclie 
vomiting, 
aspiration 
pneumonia 


None 


Cyanosis in 
recovery 
room 

None 


None 


None 


None 


None 


None 


Broncho- 
pheumonia 
with atelec- 
tasis, cyclic 
vomiting 
Broncho- 
pneumonia 
with 
atelectasis 
None 


Broncho- 
pneumonia 


None 
None 


None 
None 


None 
None 


Hypo- 
tension, 
cyanosis 


None 


Febrile for 
10 days 


None 


None 
None 


None 


Pleural 
effusion, 
pheumonia, 
cyclic 
vomiting 


day, she aspirated a feeding and developed a complete 
atelectasis of the right lung. Endotracheal intubation fol- 
lowed by adequate tracheobronchial aspiration produced 
complete reexpansion of the lung, and she made an uneventful 
recovery. One month later this patient developed a corneal 


jected intravenously. Within a few moments the blood pres- 
sure returned to hypertensive levels, the pulse rate accel- 
erated to 160 per minute, and spontaneous respirations 
resumed. The procedure was abandoned, and the patient 
returned to bed fully responding. On the first postoperative 
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ulceration. Intermarginal lid adhesions were produced during 
local anesthesia. Chlorpromazine (5 mg.) was used for 
premedication. 


Case 6.—A 9-year-old girl, weighing 50 lb. (22.7 kg.), 
had hypertension, pulmonary symptoms, and cyclic vomiting. 
In addition she exhibited severe emotional instability. A 
topectomy was contemplated. Premedication consisted of 


morphine sulphate, 7 mg., and scopolamine, 0.3 mg., given | 


one and one-half hours before operation. She arrived in the 
operating room awake and apprehensive. Tribromoethanol, 
1.6 Gm. (70 mg. per kilogram of body weight), was given 
rectally and partially expelled. After a spray of a 2% solu- 
tion of tetracaine hydrochloride to the larynx and trachea, 
endotracheal intubation was performed. The endotracheal 
tube was connected to a Heidbrink circle filter and a mixture 
of 60% nitrous oxide and 40% oxygen was administered. 
Supplementary intravenous injections of a 3% solution of 
thiopental sodium in increments of 60 mg. and meperidine 
in 5-mg. doses were given. Hypotension developed during 
the induction and persisted, with a systolic pressure of 
80 mm. Hg, in spite of administration of ephedrine (25 mg. 
intravenously and 25 mg. intramuscularly) and methamphe- 
tamine (Methedrine) (5 mg. intravenously). The blood 
pressure remained at 80/60 mm. Hg for three hours and 
then fell to 60/40 mm. Hg. By this time, 900 mg. of thio- 
pental sodium and 40 mg. of meperidine had been given. 
Methamphetamine (5 mg. intravenously) had no effect, and 
cardiac arrest occurred. The chest was opened, and cardiac 
massage produced a prompt return of spontaneous beating. 
The postoperative course was complicated by a right lower 
lobe atelectasis which responded to antibiotic therapy. 

The patient developed a more tractable personality, but 
this improvement was temporary. Four months later she was 
scheduled for bilateral prefrontal lobotomy. Premedication 
consisted of amobarbital (Amytal) sodium, 100 mg. given 
one and one-half hours preoperatively, and meperidine, 50 
mg., and scopolamine, 0.3 mg., given one hour before opera- 
tion. She was well sedated without appearing depressed. 
Sixty milligrams of a 3% solution of thiopental sodium was 
given. Her respiratory rate slowed to 8 per minute and her 
pulse to 60. Administration of 100% oxygen with positive 
pressure brought an immediate return of the pulse rate to 
120 and respirations to 20 per minute. An open-drop vinyl 
ether—diethyl ether sequence followed uneventfully. The 
patient was intubated, and a mixture of 60% nitrous oxide 
and 40% oxygen was administered through a nonrebreathing 
system. Thiopental sodium, 30-to-60-mg. increments of a 
3% solution, was added, sufficient to prevent movement of 
the patient. In three hours a total of 450 mg. was given. The 
blood pressure ranged from 100/60 to 80/50 mm. Hg, the 
pulse from 80 to 100 per minute, and the respiratory rate 
from 15 to 20 per minute. The postoperative course was 
complicated again by a right lower lobe bronchopneumonia 
and cyclic vomiting. 


Case 8.—A 12-year-old boy, weighing 101 Ib. (45.8 kg.), 
had had 13 surgical procedures with general anesthesia 
from the age of 9 months until he was 10 years of age. 
On two previous occasions he developed severe hypotension, 
once after thiopental sodium administration and once after 
tribromoethanol and diethyl ether administration. He was 
scheduled for a superficial keratectomy. Premedication con- 
sisted of secobarbital (Seconal), 100 mg. given one and 
one-half hours preoperatively, and morphine sulphate, 8 mg., 
and scopolamine, 0.3 mg., given one hour before operation. 
He arrived in the induction room in an apprehensive state. 
Thiopental sodium, 150 mg. of a 3% solution and succinyl- 
choline, 40 mg., were given intravenously. Endotracheal 
intubation was performed after 60 mg. of a 4% solution of 
cocaine was sprayed into the pharynx and trachea. Anesthe- 
sia was maintained with a mixture of 70% nitrous oxide and 
30% oxygen administered through a Heidbrink circle filter 
with an overflow of gas escaping from the system with each 
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breath. Thiopental sodium, 30-to-60-mg. increments of a 3% 
solution, was used to supplement the nitrous oxide analgesia. 
A total of 300 mg. had been administered when cardiac 
arrest occurred suddenly during the operation. There was no 
detectable preexisting hypotension. The chest was opened 
and the heart massaged within 60 seconds. Resuscitation was 
successful, and the patient reacted promptly on discontinuance 
of the anesthesia. Postoperative cyclic vomiting and a left 
pleural effusion and pneumonitis were present for one week, 
followed by complete recovery. 


Comment 


Patients with familial dysautonomia are grave 
anesthetic risks. The labile cardiovascular system, 
frequent bronchopneumonia, hypersalivation with 
aspiration, hyperemesis, and emotional instability 
are severe problems for the anesthesiologist. 

Preoperative examination must be as complete as 
possible. In addition to a blood cell count and urin- 
alysis, a chest film is necessary. If cyclic vomiting 
is present, electrolyte and fluid imbalance must be 
corrected. Preanesthetic medication with chlorpro- 
mazine, 0.5 mg. per pound, is proving valuable 
both as an emotional stabilizer and as prophylaxis 
against postoperative vomiting. Enough barbitur- 
ate (0.5 mg. per pound) and narcotic (0.05 mg. 
per pound of morphine or 0.5 mg. per pound of 
meperidine) should be added to insure a well- 
sedated patient on arrival in the operating room. 
The use of a belladonna drug has been questioned 
by some because of the tendency to thicken bron- 
chial secretions and possibly contribute to atelec- 
tasis. However, adequate doses of atropine or sco- 
polamine diminish salivation and provide for 
smoother induction and maintenance of anesthesia. 

The presence of a labile cardiovascular system 
demands a flawless anesthetic technique with ad- 
equate ventilation. Postural hypotension adds to 
the circulatory problem. Once the patient is anes- 
thetized, positional changes should be avoided it 
possible. If movement of the patient proves to be 
necessary, it should be performed very slowly. The 
blood pressure must be measured frequently to as- 
certain early hypotensive changes. Hypotension is 
serious and may be the prelude to cardiocircula- 
tory collapse. Early detection and treatment is es- 
sential to prevent complete circulatory failure. Vas- 
pressors, e.g., ephedrine (5 to 25 mg.) and 
methedrine (2 to 5 mg.), often provide prompt 
restitution of the blood pressure. Where they fail, 
a dilute drip of levarterenol (1 to 2 mg. in 500 ml. 
of a 5% solution of glucose in water) may be tried. 

Severe arterial hypotension or cardiac arrest oc- 
curred six times in this series. In five of these cases 
thiopental sodium was given intravenously, and 
once tribromoethanol per rectum was used. Al- 
though ether, vinyl either, or cyclopropane-ether 
were most frequently used, hypotension was not 
encountered with these agents. The precise reasons 
for the difficulties with thiopental sodium and tri- 
bromoethanol are unknown. 
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With only eight cases analyzed retrospectively, 
no predictably safe method of anesthetic manage- 
ment has been found. The difficulties encountered 
with the agents previously used suggest that the 
volatile agents which can be eliminated rapidly are 
superior to those which are metabolised. Thiopen- 
tal sodium and tribromoethanol created difficult 
problems in management and are avoided now. 
Since an elevated pain threshold is often present, 
it is possible to perform minor surgical procedures 
with use of local anesthesia. Four patients, not in- 
cluded in this series, had minor surgery satisfacto- 
rily performed with local anesthesia after premedi- 
cation with chlorpromazine, a barbiturate, and 
meperidine. In view of the high morbidity with 
general anesthesia reported here, local anesthesia 
reinforced with chlorpromazine and sedatives is 
suggested wherever practical. 


Summary 
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safer management, the following points are sug- 
gested: (1) a complete preoperative evaluation, in- 
cluding chest x-ray, (2) premedication with chlor- 
promazine and a belladonna drug, and (3) use of 
the volatile anesthetic agents, if local anesthesia af- 
ter premedication with chlorpromazine is not suit- 


able. 
622 W. 168th St. (32) (Dr. Papper). 
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Eight patients with familial dysautonomia re- 
ceived general anesthesia for 27 surgical proced- 
ures. Serious morbidity was high. Severe hypoten- 
sion occurred six times, leading to cardiac arrest 
twice. Bronchopneumonia was a frequent postoper- 
ative complication. All of the cardiovascular prob- 
lems were associated with the use of thiopental 
sodium or tribromoethanol (Avertin). As guides to 


phenothiazine compounds and the Rauwolfia alkaloids, which have a specific 

action on some of the symptoms of psychosis. Alone or in combination with 
other drugs they are effective in acute and chronic psychoses mainly characterized 
by psychomotor overactivity and excitement. States of depression or stupor either do 
not respond, or are better treated by other means, such as convulsive therapy or 
analeptics. The neuroses are no more responsive than to other agents. The pheno- 
thiazine compounds are in general more effective than the Rauwolfia alkaloids, al- 
though individual patients show marked differences in their responses to one or other 
of the groups of drugs, and combinations of a phenothiazine compound with reser- 
pine or with another phenothiazine compound, e. g. chlorpromazine and pecazine, 
may be more effective than either singly. Little can be said at present about specific 
indications for particular drugs, Their action, like the action of other forms of . . . 
therapy in psychiatry, cuts across diagnostic categories. The most effective dose of 
both groups is reached at a level where they cause motor slowing and rigidity: a 
level when Parkinsonian symptoms are appearing. Parkinsonian symptoms can be 
controlled in some cases with anti-Parkinsonian drugs if it is necessary to maintain 
a high dosage level. Usually the dose can be reduced once symptoms are under con- 
trol, and patients may be discharged from hospital and maintained on quite low 
doses. When patients are discharged from hospital after treatment with tranquillizers, 
the burden of their supervision usually falls on the general practitioner, although 
some hospitals are now starting special maintenance clinics for this purpose. It is 
clearly important that the practitioner should not only recognize the possibility of 
toxic symptoms, but should also be aware of the importance of maintenance therapy, 
which for some patients is as important for the control of psychiatric illness as it is 
in the case of digitalis for the cardiac patient—D. M. Leiberman, M.D., and G, F. 
Vaughan, M.B., Tranquillizers, The Practitioner, October, 1958. 
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THE EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL GRADUATES 


Dean F. Smiley, M.D., Evanston, Ill. 


The Educational Council for Foreign Medical 
Graduates (ECFMG) opened its doors Oct. 1, 
1957. On March 25, 1958, it held its first American 
Medical qualification examination; on Sept. 23, 
1958, its second examination; and on Feb. 17, 1959, 
its third examination. 

Qualification Examinations 

The first qualification examination was given 
March 25, 1958, to 298 foreign medical graduates 
who were already in the United States. It was 
offered in only 17 U. S. medical schools. Of the 
298 taking the examination, 152 (51%) attained 
a score of 75% or better and were granted standard 
ECFMG certificates. Only one candidate failed to 
pass the ECFMG English test. 

One fact that came out of this first examination 
was that many of these foreign medical graduates, 
even after experience in an American hospital, were 
slow readers of English. Twenty-eight of them failed 
to finish the morning portion of the examination and 
left a block of unanswered questions at the end of 
that session. As the result of this experience, the 
total number of questions was reduced from 400 to 
360 and an additional time allowance of 30 minutes 
was added. 

The second examination, on Sept. 23, 1958, was 
given to 844 candidates in about 30 U. S. medical 
schools and in about 30 examination centers set up 
in foreign countries with well-instructed American- 
national proctors in charge. 

Of the 844 foreign medical graduates who took 
this examination, 418 (49.5%) attained a score of 
75% or better and were granted standard ECFMG 
certificates. Of the 844, there were 7 who failed to 
pass the ECFMG English test and 9 who received 
a mark of “questionable pass” in it. 

This was not too bad a showing for the group 
as a whole, but further breakdown of the figures 
showed that for those who took the examination in 
their home country without ever having had experi- 
ence in an American hospital, many of them without 
experience in an English-speaking country, the re- 
sults were not nearly as favorable. Of the 707 
foreign medical graduates taking this examination 
in the United States, a total of 371 (52.4%) attained 
scores of 75% or better and 193 (27.3%) attained 


Executive Director, Educational Council for Foreign Medical Grad- 
uates. 


A system of qualification examinations has 
been developed in order to insure uniformity 
and fairness in the testing of foreign-trained 
physicians for admission to internship or resi- 
dency training in the hospitals of the United 
States. The Educational Council for Foreign 
Medical Gracluates (ECFMG) gave its first ex- 
aminations in 1958. These have been 
modified in the light of accumulating facts, 
especially as regards language difficulties. 
The fourth examination, Sept. 22, 1959, will 
be given not only in the United States but 
also in over 50 foreign centers. The candi- 
date who passes can safely assume that his 
knowledge of medicine and command of 
English are adequate for him to profit by his 
experience in this country, and an American 
hospital accepting him can feel assured that 
he is qualified to render effective service as 
intern or assistant resident. 


scores of 70 to 74%. In contrast, of the 137 foreign 
medical graduates taking the examination overseas 
only 47 (34.3%) attained scores of 75% or better and 
only 33 (24.1%) attained scores of 70 to 74%. 

Failure to understand English was apparently 
much more of a stumbling block for the overseas 
candidate than for the stateside candidate. Of the 
137 overseas candidates, 7 failed the ECFMG Eng- 
lish test and 3 were listed as “questionable pass.” 
In contrast, of the 707 stateside candidates, none 
failed the English test and only 6 were listed as 
“questionable pass.” 

With all these facts in mind, the ECFMG’s 
Examinations Committee concluded that it would 
be quite unfair and unwise to exclude from partici- 
pation in U. S. hospital internship and residency 
training 65.7% of the foreign-trained physicians 
applying in their home country, when experience 
has shown that the majority overcome the lan- 
guage barrier rapidly when once established in a 
U. S. hospital. 

On the recommendation of the Examinations 
Committee, the Board of Trustees of the ECFMG 
voted to issue a temporary certificate to those can- 
didates passing the English test and attaining a 
score of 70 to 74% in the qualification examination. 
This certificate would be good for admission to 
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internship or assistant residency training for a 
period not to exceed two years. If, within the two 
years, the candidate does not retake and pass the 
examination with a score of 75% or better, he would 
be expected to return to his home country. 

Of the 844 candidates taking the second exami- 
nation, 418 (49.5%) therefore received ECFMG 
standard certificates and 226 (26.8%) received 
ECFMG temporary certificates. Eighty (58.4%) of 
the 137 candidates taking the examination over- 
seas obtained certificates declaring them qualified 
to undertake hospital training in the United States. 
Of the overseas candidates, 34.3% won standard 
certificates and 24.1% won temporary certificates. 

The third examination was given Feb. 17, 1959, 
to 1,772 foreign medical graduates in 33 examining 
centers in the U. S. and 44 centers overseas. 

Of the 1,278 candidates taking the examination 
in U. S. centers, 616 (48.2%) obtained scores of 75% 
or better and received ECFMG standard certifi- 
cates and 341 (26.7%) obtained scores of 70 to 74% 
and received ECFMG temporary certificates. None 
of these candidates failed the ECFMG English test, 
but three were listed as “questionable pass.” 

Of the 494 candidates taking the examination in 
the 44 overseas examination centers, 153 (31%) 
obtained scores of 75% or better and received 
ECFMG standard certificates and 110 (22.3%) ob- 
tained scores of 70 to 74% and received ECFMG 
temporary certificates. There were in this group 22 
failures and 23 listed as “questionable pass” in the 
ECFMG English test. There was one foreign cen- 
ter in which 3 out of 5 candidates had serious 
difficulty with the English test and two foreign 
centers in which approximately 5 out of 10 candi- 
dates had serious difficulty with the English test. 


Future Examinations 


The fourth American medical qualification ex- 
amination is scheduled for Sept. 22, 1959. Applica- 
tions and credentials must be in the hands of the 
ECFMG, 1710 Orrington Ave., Evanston, IIl., no 
later than June 22, 1959. Examination centers will 
be activated in the cities listed in the table. 

The examinations for 1960 are scheduled as fol- 
lows: March 16, 1960 (with deadline for application 
Dec. 16, 1959), and Sept. 21, 1960 (with deadline 
for application June 21, 1960). 

Conclusions 

The Educational Council for Foreign Medical 

Graduates is growing rapidly. The number of can- 


didates given the American medical qualification 
examination has risen rapidly from 298 on March 
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25, 1958, and 844 on Sept. 23, 1958, to 1,772 on Feb. 
17, 1959. Over 1,000 candidates are already signed 
up for the examination on Sept. 22, 1959. 

Largely because of the language difficulties, the 
issuance of temporary two-year certificates to those 
attaining scores of 70 to 74% in the examination has 
been found necessary. The qualifying examination 
is now being offered in 34 United States cities and 
in 52 foreign cities twice each year. Additional 


centers are in the process of being organized. 


U.S. and Canadian Centers 


California, Los Angeles 
California, San Francisco 
Colorado, Denver 
Connecticut, New Haven 
District of Columbia, Washington 
Florida, Miami 

Georgia, Emory 

Illinois, Chicago 

Kansas, Kansas City 
Kentucky, Louisville 
Maryland, Baltimore 
Massachusetts, Boston 
Michigan, Ann Arbor 
Minnesota, Minneapolis 
Missouri, St. Louis 

New Jersey, Jersey City 
New York, Brooklyn 


New York, Buffalo 

New York, New York City 
New York, Syracuse 

North Carolina, Durham 
North Dakota, Grand Forks 
Ohio, Cineinnati 

Ohio, Cleveland 
Pennsylvania, Philadelphia 
Pennsylvania, Pittsburgh 
Tennessee, Nashville 
Texas, Houston 

Virginia, Richmond 
Washington, Seattle 
Wisconsin, Milwaukee 
Hawali, Honolulu 

Puerto Rico, San Juan 
Canada, Montreal 


Foreign Centers 


Argentina, Buenos Aires 
Aruba 

Brazil, Rio de Janeiro 
Chile, Santiago 
Colombia, Cali 

Cuba, Havana 

Ecuador, Quito 

Haiti, Port-au-Prince 
Mexico, D.F., Mexico City 
Nassau 

Nicaragua, Managua 
Panama, Panama City 
Peru, Lima 

Fl Salvador, San Salvador 
B. C. Colony, Hong Kong 
India, Bombay 

India, Caleutta 

India, Madras 

India, New Delhi 

Japan, Tokyo 

Korea, Seoul 

Philippines, Manila 
Taiwan, Taipei 

Thailand, Bangkok 
(yprus, Nicosia 

Iraq, Baghdad 


Iran, Tehran 

Israel, Tel Aviv 
Lebanon, Beirut 
Pakistan, Dacca 
Pakistan, Karachi 
Pakistan, Lahore 
Syria, Damascus 
‘Turkey, Ankara 
‘Turkey, Istanbul 
Austria, Vienna 
Belgium, Brussels 
England, London 
France, Paris 
Germany, Bonn 
Germany, Frankfurt 
Germany, Munich 
Greece, Athens 
leeland, Reykjavik 
Italy, Rome 
Netherlands, The Hague 
Portugal, Lisbon 
Spain, Madrid 
Switzerland, Bern 
Egypt, Cairo 

New Zealand, Wellington 
Yugoslavia, Belgrade 


American hospitals accepting as interns or assist- 
ant residents the foreign medical graduates who 
hold either standard or temporary certificates 
should feel safe in assuming that these candidates 
are bona fide physicians who have had a minimum 
of 18 years of formal training, at least 4 of the years 
in a recognized medical school, and that their 
knowledge of medicine and their command of Eng- 
lish are ample to enable them to serve effectively as 
interns or assistant residents. 


1710 Orrington Ave. 
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HEALTH AND DISEASE 


PRELIMINARY REPORT OF THE RESULTS OF LIPID DETERMINATIONS IN A 
GROUP OF NORMAL MALE OFFICERS AND PATIENTS WITH VASCULAR DISEASES 


Brig. Gen. Thomas W. Mattingly, Lieut. Col. Loren F. Parmley Jr., (MC), U. S. Army 
Emmett L. Durrum, M.D., Elizabeth R. B. Smith, Ph.D. 


and 


Marion R. Hyatt, B.S., Washington, D. C. 


Recognition of the increasing importance of 
atherosclerosis as a major cause of death and dis- 
ability has stimulated extensive investigation in this 
field during the past decade. Atherosclerosis is no 
longer regarded as the inevitable result of age or 
“wearing out” of the arteries but is now considered 
a disease entity. Autopsy studies suggest that al- 
most all North American adult males have some 
coronary artery atherosclerosis and that this process 
can begin early in adult life and may often exist in 
an occult form for years before recognizable clinical 
manifestations appear.’ 

Cholesterol is the chief chemical constituent in 
the atheromatous plaque, the pathological hallmark 
of atherosclerosis. The pathogenesis or mechanism 
of atherogenesis is not known, and the question has 
been a subject of widespread speculation and inter- 
national research. Among the many causes and pre- 
disposing factors considered have been heredity; 
type of vascular construction; injury to the vascuiar 
wall by infection, trauma, stress, and increased vas- 
cular tone and intravascular pressure; faulty en- 
zymatic activity in lipid metabolism; or a_ basic 
abnormality in lipid metabolism based on faulty 
diet. 

The frequent finding of a high concentration of 
serum cholesterol in persons with atherosclerosis 
and the production of experimental atherosclerosis 
in laboratory animals by feeding them high choles- 
terol-lipid diets have suggested that there is an 
etiological relationship between a defect in lipid 
metabolism and human atherosclerosis. Epidemi- 
ologic studies of sample populations have statisti- 
cally suggested that an association exists between 
high-fat diets and higher serum cholesterol levels 
and a high incidence of atherosclerosis. These com- 
bined observations have provided an_ indirect 
method of study which only furnishes information 
about groups of persons and may or may not apply 
to a particular person whom we may wish to evalu- 
ate in terms of absence or presence of atherosclero- 
sis or susceptibility to this condition. 

From the Cardiology Service, Walter Reed Army Hospital (General 
Mattingly and Colonel Parmley) and the Department of Pharma- 
cology, Walter Reed Army Institute of Research (Drs. Durrum and 
Smith and Miss Hyatt). General Mattingly is now at the Washington 
Hospital Center, Washington, D.C, Colonel Parmley is now at the 
Letterman Army Hospital, San Francisco. Dr. Durrum is now at the 
Stanford University School of Medicine. Dr. Smith is now with the 


National Institute of Mental Health, National Institutes of Health, 
Bethesda, Md. 

Read before the Section on Military Medicine at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 26, 


1958. 


In an effort to determine the diagnostic 
and prognostic value of certain laboratory 
data in atherosclerosis, values obtained from 
294 normal healthy male officers were com- 
pared with values obtained from 205 patients 
with myocardial infarction, 101 with angina, 
77 with arteriosclerosis obliterans, 99 with 
hypertensive cardiovascular disease, and 
100 under observation for cardiovascular 
disease. The data concerned total serum 
cholesterol levels and two lipoprotein frac- 
tions. Significant differences between groups 
were found, but variations from person to 
person within groups were too great to per- 
mit identification and prediction of athero- 
sclerosis in individuals. The serum lipid values 
of 10 normal persons who subsequently 
showed severe cardiovascular symptoms 
(fatal in four cases) were not consistently 
high. The serum cholesterol level was as in- 
formative as data from the more elaborate 
procedures. When it is high in a patient, the 
physician should look for other evidence of 
premature vascular disease. 


One important phase now under investigation, 
evaluation, and debate is the relationship of choles- 
terol and other lipids to atherosclerosis and the part 
they play as possible etiological or predisposing 
factors, indicators of existing disease, or predictors 
in persons who may be susceptible to this disease. 
The potentialities of a method or a blood measure- 
ment for the early identification of persons with 
atherosclerosis or a predisposition to this disease 
attracted the attention of military physicians whose 
primary responsibility is selecting the physically fit 
and maintaining the health of military personnel. 

The present study was initiated at Walter Reed 
Army Hospital early in 1951 with the assistance of 
the department of pharmacology of the Walter 
Reed Army Institute of Research. Its aim was to 
evaluate the reliability of the various methods of 
lipid determinations in identifying and predicting 
atherosclerosis, especially coronary atherosclerosis. 
Measurements giving promise of value at that time 
were (1) serum cholesterol concentration,’ (2) serum 
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phospholipid concentration,* (3) serum cholesterol- 
phospholipid ratio,’ (4) serum lipoprotein concen- 
tration determined by ultracentrifugation,* and 
(5) measurements of beta-lipoprotein.® 

The study was designed to measure the serum 
cholesterol and serum lipoprotein concentration 
values in normal healthy male career officers in 
various age groups, in male patients with presump- 
tive atherosclerosis with such diagnoses as myocar- 
dial infarction, angina, and arteriosclerosis obliter- 
ans, and in patients with vascular diseases, such as 
arterial hypertension, which are known to predis- 
pose toward atherosclerosis. 

The immediate objectives were (1) to obtain 
values for normal adult males in various age groups, 
(2) to ascertain the nature of the variability and/or 
stability of these measurements in the normal per- 
son, (3) to determine if one of these tests adequately 
distinguished the person with proved atherosclero- 
sis from the normal subject, thereby giving promise 
of being usable as a blood parameter by which 
those susceptible to the disease could be separated 
from normal persons, and (4) to determine if one of 
these blood parameters was suitable and practical 
as part of the routine physical and periodic health 
examinations in military personnel. 

The long-term objective of these studies is to 
ascertain by follow-up studies and repeated tests 
given to the normal group whether a measurement 
in early life is of predictive value in regard to the 
future development of atherosclerosis. The future 
health records of the selected subjects will be care- 
fully scrutinized and all new events noted, espe- 
cially the cardiovascular and metabolic disorders 
which become apparent. The present preliminary 
report deals chiefly with the results of the short- 
term evaluations and recommendations for future 
studies. 

Material and Methods 


Three groups comprising 100 male duty officers 
each, aged 25 to 34, 35 to 44, and 45 to 59 years, 
were selected as normal subjects. The criteria for 
normality consisted of a negative history of any 
symptoms or findings of cardiovascular and systemic 
diseases, normal cardiovascular findings on careful 
examination, including the peripheral arterial blood 
pressure and pulse rates, a 12-lead electrocardio- 
gram with the subject at rest, and a roentgenogram 
of the heart and great vessels, and normal urinary 
findings. The cholesterol level was satisfactory in 
294, and lipoprotein values were satisfactory in 292 
of the 300 officers who entered the study. 

The patient material consisted of 200 consecu- 
tively hospitalized patients with proved acute or 
convalescent myocardial infarction due to coronary 
atherosclerosis. In addition, there were 100 with 
clinical angina not complicated by a manifest myo- 
cardial infarction, 75 with arterial insufficiency of 
the lower extremities with clinical features of arteri- 
osclerosis of the peripheral vessels, 100 with hyper- 
tensive cardiovascular disease who did not have 
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clinical evidence of associated coronary disease, and 
100 who were observed for coronary disease but in 
whom such a diagnosis was not confirmed after a 
period of clinical evaluation. An additional 300 
patients were studied who had miscellaneous types 
of cardiovascular and systemic diseases, but these 
are not included in this evaluation. 

The venous blood specimens were collected in a 
dry syringe early in the morning with the patient 
in a fasting state. All analyses on each serum speci- 
men were completed within 30 days. Control ex- 
periments indicated that, in the absence of gross 
contamination by micro-organisms, no change in 
lipoprotein concentration occurred on storage of 
serum at 1 to 3 C for this period of time. Total 
cholesterol level was determined by the Sperry and 
Webb ° modification of the Schoenheimer-Sperry 
procedure. 

Ultracentrifugal analysis of lipoproteins by flota- 
tion at a density of 1.063 was carried out as pre- 
viously described.’ Ultracentrifugation at a density 
of 1.21 was carried out by a modification of the 


TaBLeE 1.—Serum Cholesterol and Lipoprotein Values in 
Normal Officers and Patient Groups 


Cholesterol Level Lipoprotein Levels 
No. No. Se 12-20 Sr 20-100 
Mg./100Ce. of Mg./100Ce. Mg./100 Ce. 
; Mean S. D.* jects Mean 8. D.* Mean 8. D.* 
Normal 2 258.4 61.25 202 32.2 17.44 81.6 66.27 
Myocardial 
infaretion 205 «307.9 65.76 204 444 %.23 1124 97.63 
110.8 104.60 


Angina 308.4 88.19 101 46.5 


Arterioselerosis 
obliterans 7 85.06 22.38 116.6 153.60 


Hypertensive 

eardiovascular 

disease 275.2 60.92 38. 20.5 84.3 74.76 
Observation for 

eardiovascular 

disease 248.8 59.69 108.16 


*S. D, = Standard deviation. 


methods of Lewis and Page,* de Lalla and Gofman,” 
and Boyle and associates.’® Preparative ultracen- 
trifugation was carried out in a potassium bromide- 
sodium chloride medium, density 1.21, at 16 C for 
18 hours at 52,640 rpm in the J rotor of the Spinco 
model E ultracentrifuge. The top fraction was re- 
moved with a tube slicer and analyzed at 56,100 
rpm in a model AD analytical rotor with use of a 
six-minute acceleration time which was considered 
equivalent to two minutes at full speed. The ultra- 
centrifugation in all cases was performed to con- 
centrate the low density lipoprotein with threefold 
only, rather than fivefold. 

Studies were not extended to include S;, (Sved- 
berg flotation unit) 0-12 and S; 100-400 measure- 
ments or to include determination of atherogenic 
index measurement as made by Gofman and co- 
workers.'' Determination of serum hpoproteins by 
paper electrophoretic techniques was also done on 
68 of the normal officers and 77 of the patients with 
myocardial infarction. The results of these tech- 
niques as compared to cholesterol and ultracen- 
trifugal analyses have been reported elsewhere."* 
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Results of Initial Determinations 


The mean values for total serum cholesterol and 
serum lipoproteins for the normal and _ patient 
groups are given in table 1. The normal values 
presented great variations in each age group. The 
variations of the mean and the individual variations 
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59 was not significantly different from the values 
for the other two groups (fig. 1C). This is in agree- 
ment with the findings of others.’* There was no 
significant difference observed in the mean S; 12-20 
and §S, 20-100 lipoprotein values for the three age 
groups of normals (fig. 2C and 3C). 
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Fig. 1.—Graphic presentation of cholesterol values. A, variation of mean and individual values for normal and various 
patient groups. B, percentage of values occurring within various arbitrary levels. C, values for mean and individual vari- 
ations for different age groups in both normal and myocardial infarction groups. 
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Fig. 2.—Graphic presentation of (S, 12-20) lipoprotein values. A, variation of mean and individual values for normal and 
various patient groups. B, percentage of values occurring within various arbitrary levels.'C, values for mean and individual 
variations for different age groups in both normal and myocardial infarction groups. 


are shown in figures 1A, 2A, and 3A. The mean 
cholesterol value for the normals aged 35 to 44 was 
significantly higher than the mean value for those 
aged 25 to 34, but the value for those aged 45 to 


The mean cholesterol values of the patients hav- 
ing infarctions, angina, obliterans, and hypertension 
were significantly higher than those of the normal 
group. The mean cholesterol values of the patient 
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group observed for cardiovascular disease, but in parameter which allows a separation of the defi- 
whom no vascular disease was found, were essen- nitely diseased group from the normal on the basis 
tially the same as those values for the normals of individual values (fig. 1, 2, and 3). 

(fig. 1A). The mean S; 12-20 lipoprotein values of 
the infarction, angina, arteriosclerosis obliterans, 


Predictive Values 


hypertensive, and observation groups were all sig- The correlation of these initial lipid values, plus 
nificantly higher than those-ofthe10rmal group those obtained from repeated determinations at 
(fig. 2A). The mean S; 20-100 values for the myocar- intervals, with the development of subsequent clini- 
dial infarction and angina groups were significantly cal events in both normal and diseased groups 
higher than the normal groups, but those for the should give some information as to the value of 
arteriosclerosis obliterans, hypertensive, and the ob- lipid level determinations in predicting atherosclero- 
served patient groups were essentially unchanged sis. The total serum cholesterol values only are be- 
(fig. 3A). ing repeated in the normal group during the year 

In comparing the three values as a measure for 1958. Similar follow-up studies by others have 
distinguishing the groups of patients with definite shown that, while a large variability occurs in a 
vascular disease, such as proved myocardial infarc- person who has repeated determinations made over 
tion and arteriosclerosis obliterans, from the normal a period of years, there is a tendency for those who 
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Fig. 3.—Graphic presentatior. of (S, 20-100) lipoprotein values. A, variation of mean and individual values for normal 
and various patient groups. B, percentage of values occurring within various arbitrary levels. C, values for mean and indi- 
vidual variations for different age groups in both normal and myocardial infarction groups. 


group, determination of the serum cholesterol and are found initially to have the highest level in the 


the lipoprotein S; 12-20 values was superior to that group to remain so and to retain this position in 
of the lipoprotein S, 20-100 values. subsequent determinations.'* 

These comparisons were also helpful in distin- Milch and associates '* also noted a tendency 
guishing the angina group from the normal group. toward stability with age. In a follow-up study of 
The difference between the cholesterol values and the cholesterol values of West Point cadets, begin- 


the S; 12-20 values was less striking in distinguish- 
ing the hypertensive from the normal group. The 
significance of the higher S; 12-20 lipoprotein values 
in the observation group as compared to the normal 
group can only be determined by a period of obser- 
vation of subsequent clinical events in this group. 


ning with the first-year men in 1952, they found that 
only 36.7% of those in the top 10% in 1952 remained 
in the top 10% in 1954, but 60.5% of those in the top 
10% in 1954 remained in the top 10% in 1956. A 
somewhat similar finding was seen in a smaller 

From a review of the distribution of the values, it repeat series by Thomas and co-workers.’ This 
is apparent that a marked individual variation exists observed tendency to stabilize with age suggests 
in the values for each of the parameters in the dis- that the accumulated data from repeated determi- 
eased groups as well as in the normal and the nations made periodically over a number of years, 
observed patient groups. There is certainly no such as during annual physical examinations, might 
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be more predictive of atherosclerosis or more re- 
liable in identifying impending coronary disease 
than isolated determinations. 

It has also been observed that the difference in 
the serum cholesterol levels in both well and dis- 
eased males diminishes in the older age groups and 
an elevated level is most significant when it is 
observed in men under 40 years of age.'* This sug- 
gests that it would be practical to make periodic 
lipid level determinations in males before the age 
of 40, which represents the age when clinical coro- 
nary disease is usually not recognized. Identifying 
the susceptible person in this preclinical state would 
provide an opportunity for preventive treatment if 
therapeutic or prophylactic measures prove effec- 
tive in the future. The identification, to date, of 
recognizable vascular disease attributable to athero- 
sclerosis in the normal subjects in our study has 
been too insignificant to make a correlation based on 
the initial lipid values. 


None of the nine officers in whom recognizable 
vascular disease developed had initial cholesterol 
values under 250 mg. per 100 cc. In this small 
group, the serum cholesterol values presented the 
greatest variation from the mean, and, therefore, 
this would appear to have been the most accurate 
measure in identifying these nine subjects as having 
potential atherosclerosis. 

Future long-term follow-up studies of the remain- 
ing normal persons as well as those patients in the 
angina, hypertensive, and observation groups may 
furnish more significant evidence for or against the 
value of one or more of these lipid determinations 
in the identification of a susceptibility to the devel- 
opment of atherosclerosis. 


Summary 


The values for serum cholesterol and S; (Svedberg 
flotation unit) 12-20 and S, 20-100 lipoproteins have 
been described for groups of normal male officers 
and male patients with proved myocardial infarc- 


TaBLe 2.—Initial Lipid Values of Ten Normal Subjects Who Died or Who Had 
Subsequent Cardiovascular Symptoms or Findings 


Interval 

Case Age Before 

No. Subsequent Events at Start Positive 

of Study, Findings, ——— 
Yr Mo. 

1 49 7 
2 il 16 
3 Nonfatal infaretion 41 
4 Nonfatal infarction 41 
5 Hip claudication; calcification of aorta ...... 4 8 
6 Fatal cerebral accident 23 
9 Vascular lesions in retina 


Initial Values, 
Mz./100 Ce. 


holesterol 12-20 Sr 20-100 Comment 

411* % 40 Autopsy revealed severe coronary 
arteriosclerosis 

258 48° 137* Autopsy revealed severe coronary 

arteriosclerosis 

310° 112* 

291* 16 34 

28 78 

250 38* 144* No autopsy: clinical cerebral 
arteriosclerosis 

333* 45* 118* 

265" 49* 108* 

250 18 58 

231 23 56 No autopsy: no clinical symptoms of 


vaseular disease 


* Values above mean for 204 normal male officers aged 25 to 59. (Meanvalues were cholesterol, 258.4 mg.%: 


Four military officers in this study have experi- 
enced coronary occlusions, two fatal and two non- 
fatal. In two others, clinical symptoms considered 
to be angina developed. One additional patient 
died of cerebral vascular disease probably due to 
complications of cerebral arteriosclerosis. Another 
has been found to have extensive calcification in 
the abdominal aorta; in one other patient, vascular 
changes in the retina developed. One officer on 
active duty who had shown no clinical evidence of 
vascular disease died in an aircraft accident. In the 
two officers in whom fatal occlusions developed, 
autopsy studies showed extensive, severe coronary 
atherosclerosis. 

The important data on these 10 persons are given 
in table 2, in which their lipid values are compared 
with the mean values for the normal subjects. It is 
noted that only 4 of the 10 officers had values above 
the mean in all three determinations and three addi- 
tional officers had cholesterol values well above the 
mean but their lipoprotein values were below the 
mean. 


Se 12-20, 32.2; and Sr 20-100, 81.6.) 


tion, arteriosclerosis obliterans, angina, and hyper- 
tensive cardiovascular disease and observed for 
heart disease but with no diagnosis given. A signifi- 
cant increase occurred in the mean cholesterol 
values in the normal subjects aged 35 to 44 as com- 
pared to those aged 25 to 34, but no significant 
increase was seen in those aged 45 to 59 years. No 
significant changes were found in the lipoprotein 
values by age groups. 

The patient groups with myocardial infarction 
and angina had significantly higher cholesterol and 
lipoprotein values (S; 12-20 and S, 20-100) than the 
normal group and those observed for heart disease. 
This finding supports indirectly the theoretical con- 
sideration that atherosclerosis may be associated in 
some manner with a disorder of lipid metabolism. 
The group with arteriosclerosis obliterans presented 
a significant increase in cholesterol and S;, 12-20 
lipoprotein values but not in S; 20-100 lipoprotein 
values. The hypertensive cardiovascular disease 
group without clinical features of coronary disease 
presented significant increases in cholesterol and 
S; 12-20 lipoprotein values as compared with the 
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normal subjects, but the increases were not as great 
as among those with definite clinical coronary dis- 
ease. The individual variations in each group were 
great and the differences between the values of the 
normal and the diseased persons were small, thus 
preventing efficient application of the clinical theory 
of identification and prediction of atherosclerosis. 

In this study, the elevation of the serum choles- 
terol level was greater and more distinctive in the 
group with proved atherosclerosis than were the 
S- 12-20 and S; 20-100 values for lipoproteins. Pre- 
liminary follow-up findings in the normal group 
indicate a better predictive value of cholesterol 
determinations as indicated by the subsequent de- 
velopment or recognition of atherosclerotic proc- 
esses in those previously regarded as normal. Peri- 
odic repeated evaluation and long-term clinical 
follow-up studies of this normal group and similar 
groups by other investigators are necessary before 
the true predictive value of lipid determinations in 
atherosclerosis is established. 

The serum cholesterol level measurement pro- 
vides as much information as other more elaborate 
and expensive chemical and physical procedures for 
the measurement of lipoprotein levels, and serious 
consideration should be given to its addition to 
periodic health examinations to aid in identifying 
disturbances in lipid metabolism which may indi- 
cate a predisposition to or the presence of athero- 
sclerosis. The presence of an elevated cholesterol 
value in an otherwise normal young adult male 
should encourage a search to uncover further evi- 
dence of premature vascular disease. 


3638 Cumberland St., N.W. (12) (General Mattingly). 
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betic patient develops pain and tenderness in the abdomen which closely 


gear ae AND DIABETES.—When acidosis begins to be severe the dia- 


simulates peritonitis secondary to appendicitis. To operate upon a patient for 


appendicitis, only to find that one is dealing with diabetic acidosis, is a very un- 
fortunate error and may be disastrous. An awareness of the symptoms and findings 
of diabetic acidosis together with a few simple laboratory tests will usually make a 
proper diagnosis possible. One should bear in mind, however, that a diabetic patient 
in acidosis can develop appendicitis, and making the differential diagnosis in this 
case may be a real challenge to the surgeon. In both disease processes abdominal 
pain, nausea, vomiting, abdominal tenderness, elevated temperature and leukocytosis 
may occur. Usually the symptom of pain occurs first in appendicitis and the symp- 
tom of vomiting occurs first in diabetic acidosis. Another helpful differential point is 
that in appendicitis the physical signs may be more localized, and in diabetic acidosis 
they may be more generalized throughout the abdomen. Localized rigidity is un- 
likely in diabetic acidosis.—-D. H. Wagner, M.D., The Preparation and Care of Dia- 
betic Patients Requiring Surgery, Surgical Clinics of North America, February, 1959. 
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subjects were given an envelope containing the 
medicament a day or two before each experimental 
session. The time at which each capsule was to be 
taken was written on the envelope containing the 
capsule. On arriving for the experimental session 
the subject was asked to inform the experimenter 
if he had taken the medicament as much as five 
minutes early or late. In all studies the subjects 
began their experimental session from two to three 
hours after taking amphetamine. The time interval 
was shorter (15, 55, and 60 minutes) for those who 
took secobarbital. These and other details con- 
cerning each of the six experiments are presented 
below. In describing the various experiments an 
explanation will be given as to why the experiments 
were carried out as they were. 

Each day before taking the medicament the sub- 
ject completed a questionnaire giving information 
about the following items: last night’s rest, today’s 
energy level, physical impairments, and degree of 
eagerness for today’s workout. Each day the sub- 
ject completed an 81-item adjective check list de- 
scribing his mood and physical condition. The 
check list was completed once before taking medi- 
cament and twice afterward. In addition, after his 
performance, each subject completed a question- 
naire designed to help him evaluate his perform- 
ance. The results obtained with the questionnaires 
and check lists will be presented in two subsequent 
papers. 

Method 


Experiment 1.—Fifteen collegiate swimmers 
served as subjects in the first experiment. Each man 
swam his event twice on each of 12 consecutive 
experimental days. The second swim began 15 min- 
utes after the beginning of the first and therefore 
was performed under conditions of fatigue. Three 
men swam the 100-yd. butterfly, three the 100-yd. 
free style, three the 200-yd. free style, three the 
200-yd. breast stroke, and three the 200-yd. back 
stroke. 

On 4 of the 12 days a subject received 14 mg. 
of amphetamine per 70 kg. of body weight. On four 
he received placebo, and on four he received 100 
mg. of secobarbital per 70 kg. of body weight. The 
exploratory phase of our investigation had _ indi- 
cated that a few subjects were able consistently to 
distinguish the effect of 7 mg. of amphetamine 
per 70 kg. of body weight from those of a placebo. 
Since the subjects knew the investigation was one 
dealing with “pep pills,” the possibility existed that 
a “suggestion effect” was produced whenever the 
subject noticed any unusual feelings or sensations. 
In other words, it was possible for the performance 
to be better on “amphetamine days” than on 
“placebo days” not because the “pep pills” invigor- 
ated the athlete or heightened his motivation but 
simply because he noticed unusual feelings and 
sensations and assumed this meant he had been 
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given the “pep pill,” expected help from it, and so 
performed better than usual. The reason for using 
secobarbital with amphetamine and placebo in five 
of the six experiments of the second phase of the 
investigation was to prevent the subject from cor- 
rectly assuming he had received amphetamine 
whenever he noticed any unusual feelings or sen- 
sations. It was also used in an attempt to clarify 
the question of whether an amphetamine improve- 
ment, when it occurs, is due largely to changes in 
attitude and psychic state. The added advantage 
of the two drugs chosen is that earlier work ’ had 
indicated that both have euphoric power while one 
is a so-called stimulant and the other a depressant. 
(The subjects were told only that “pep pills” and 
placebos were being used. ) 

The design of this experiment required that each 
subject receive amphetamine on four days, placebo 
on four, and secobarbital on four. An attempt was 
made to control for order-effects which could be 
produced by progressive changes in level of per- 
formance, progressive changes in attitude toward 
the experiment, and other factors. To control for 
such effects, the drug sequence was set up so that 
any given subject would receive one dose of am- 
phetamine, one of placebo, and one of secobarbital 
during each of the four quarters of his 12 trials. 
There are six possible ways of ordering three drugs: 
123, 132, 231, 213, 312, 321. Each subject was 
assigned four such sequences, each involving three 
drugs, giving a total of 12 medicaments. The ex- 
perimenter collecting the data did not know which 
drug any particular subject had on any given day. 
This same general procedure was followed to con- 
trol for order-effects in the remaining studies. 

The 12 experimental days were grouped into 6 
competitive days (where the three men in a group 
raced against each other) and 6 individual days 
(where each man swam alone, racing against the 
clock). There were two competitive days and two 
individual days for each of the three types of medi- 
cation—amphetamine, secobarbital, and placebo. 
On one of the individual amphetamine days and 
on one of the competitive amphetamine days the 
subject took amphetamine two hours before the 
beginning of the first swim. On the two remaining 
amphetamine days he took the medicament three 
hours before beginning the first swim. 

Preliminary studies led us to believe the peak 
subjective and behavioral effects of 14 mg. of am- 
phetamine occurred between two and three hours 
after medication, whereas that for 100 mg. of seco- 
barbital was approximately one hour. Consequently 
the experiment was designed so that the interval 
between the taking of the active medicament and 
the beginning of the first swim would be two hours 
for half of the amphetamine sessions, three hours 
for the other half, and 55 minutes for all the seco- 
barbital sessions. 
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SPECIAL ARTICLES 


The following two papers report studies done at the request of the Committee on Ampheta- 


mine Drugs and Athletes of the Board of Trust ees of the American Medical Association. These 
studies represent a part of the Committee's efforts to help determine the effects of such drugs 
on athletic performance and the extent, if any, of their use in sports. Other findings and the 
recommendations of the Committee have been submitted to the Board of Trustees and will sub- 


AMPHETAMINE 


‘ 


The study presented here was designed to an- 
swer the question of whether or not amphetamine 
sulfate (“pep pills”) improves athletic performance 
in trained athletes. 


Preliminary Considerations 


Controlling Factors in Planning.—We knew at 
the outset that many variables might influence the 
effect of amphetamine on athletic performance: 
dose level; time after medication at which event 
was performed; whether the subject was rested, 
slightly fatigued, or severely fatigued; type of ath- 
letic event performed (brief intense effort versus 
prolonged, less intense effort, or event where per- 
formance is largely dependent on form versus 
event where performance is largely dependent on 
strength ); whether the subject performed the event 
competing with the clock or competing with an- 
other athlete; whether the athlete knew he was 
receiving a drug (and his expectations concerning 
its effect); whether or not the subject was in top 
form; mood; and motivation. 

An initial exploratory phase of the investigation 
yielded data which did not demonstrate conclusive- 
ly that amphetamine either did or did not help 
athletic performance, on the average. However, 
both the measured performance data and the sub- 
jective data obtained by interviewing the athletes 
indicated that at least some athletes could obtain 
consistent and repeatable improvements in per- 
formance by taking amphetamine sulfate in the 
dose of 14 mg. per 70 kg. of body weight two to 
three hours before a race. 

This suggestion of an improved performance en- 
couraged us to undertake the second, and much 
more extensive, phase of the investigation. The 


From the Anaesthesia Laboratory of the Harvard Medical School at 
the Massachusetts General Hospital. 


sequently be reported to the profession and to the public. 


SULFATE AND ATHLETIC PERFORMANCE 
I. OBJECTIVE EFFECTS 


Gene M. Smith, Ph.D. 


Henry K. Beecher, M.D., Boston 


present report will deal primarily with the second 
phase. Six separate experiments comprised this 
phase of the investigation. Almost 800 measured 
performances of swimmers, runners, and weight 
throwers were obtained. Since each experiment was 
different from the others in important character- 
istics, each will be described separately and the 
results reported separately. 

Subjects.—In the first and last experiments swim- 
mers were used as subjects. In the second, third, 
and fourth runners were used. In the fifth weight 
throwers and shot putters were used. Except for 
the subjects in experiment four, all were members 
of the varsity or freshman teams of large Eastern 
colleges and universities. All college athletes were 
tested either during or immediately after their ath- 
letic season and so were in competitive physical 
condition. No experimental trials were run on days 
when the athletes were competing with athletes 
from other colleges. 

Medicaments.—All subjects in all six experiments 
received, orally, both a placebo and 14 mg. of am- 
phetamine per 70 kg. of body weight, administered 
on the double-blind basis. The other necessary con- 
trols ' were also used. As will be shown below, the 
subjects in five of the experiments received one or 
more other medicaments (50 and 100 mg. of seco- 
barbital and 7 and 21 mg. of amphetamine) in 
addition to a placebo and 14 mg. of amphetamine 
per 70 kg. of body weight. On the first day of the 
first experiment the medicaments were given in 
elixir form. Some of the subjects objected to the 
taste of the elixir. Therefore on the remaining 11 
days of that experiment and in all subsequent ex- 
periments the medicaments were taken in capsule 
form. The weight of each capsule was accurate to 
0.5 mg. In all experiments except the third, the 
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subjects were given an envelope containing the 
medicament a day or two before each experimental 
session. The time at which each capsule was to be 
taken was written on the envelope containing the 
capsule. On arriving for the experimental session 
the subject was asked to inform the experimenter 
if he had taken the medicament as much as five 
minutes early or late. In all studies the subjects 
began their experimental session from two to three 
hours after taking amphetamine. The time interval 
was shorter (15, 55, and 60 minutes) for those who 
took secobarbital. These and other details con- 
cerning each of the six experiments are presented 
below. In describing the various experiments an 
explanation will be given as to why the experiments 
were carried out as they were. 

Each day before taking the medicament the sub- 
ject completed a questionnaire giving information 
about the following items: last night's rest, today’s 
energy level, physical impairments, and degree of 
eagerness for today’s workout. Each day the sub- 
ject completed an 81-item adjective check list de- 
scribing his mood and physical condition. The 
check list was completed once before taking medi- 
cament and twice afterward. In addition, after his 
performance, each subject completed a question- 
naire designed to help him evaluate his perform- 
ance. The results obtained with the questionnaires 
and check lists will be presented in two subsequent 
papers. 

Method 


Experiment 1.—Fifteen collegiate swimmers 
served as subjects in the first experiment. Each man 
swam his event twice on each of 12 consecutive 
experimental days. The second swim began 15 min- 
utes after the beginning of the first and therefore 
was performed under conditions of fatigue. Three 
men swam the 100-yd. butterfly, three the 100-yd. 
free style, three the 200-yd. free style, three the 
200-yd. breast stroke, and three the 200-yd. back 
stroke. 

On 4 of the 12 days a subject received 14 mg. 
of amphetamine per 70 kg. of body weight. On four 
he received placebo, and on four he received 100 
mg. of secobarbital per 70 kg. of body weight. The 
exploratory phase of our investigation had indi- 
cated that a few subjects were able consistently to 
distinguish the effect of 7 mg. of amphetamine 
per 70 kg. of body weight from those of a placebo. 
Since the subjects knew the investigation was one 
dealing with “pep pills,” the possibility existed that 
a “suggestion effect” was produced whenever the 
subject noticed any unusual feelings or sensations. 
In other words, it was possible for the performance 
to be better on “amphetamine days” than on 
“placebo days” not because the “pep pills” invigor- 
ated the athlete or heightened his motivation but 
simply because he noticed unusual feelings and 
sensations and assumed this meant he had been 
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given the “pep pill,” expected help from it, and so 
performed better than usual. The reason for using 
secobarbital with amphetamine and placebo in five 
of the six experiments of the second phase of the 
investigation was to prevent the subject from cor- 
rectly assuming he had received amphetamine 
whenever he noticed any unusual feelings or sen- 
sations. It was also used in an attempt to clarify 
the question of whether an amphetamine improve- 
ment, when it occurs, is due largely to changes in 
attitude and psychic state. The added advantage 
of the two drugs chosen is that earlier work * had 
indicated that both have euphoric power while one 
is a so-called stimulant and the other a depressant. 
(The subjects were told only that “pep pills” and 
placebos were being used. ) 

The design of this experiment required that each 
subject receive amphetamine on four days, placebo 
on four, and secobarbital on four. An attempt was 
made to control for order-effects which could be 
produced by progressive changes in level of per- 
formance, progressive changes in attitude toward 
the experiment, and other factors. To control for 
such effects, the drug sequence was set up so that 
any given subject would receive one dose of am- 
phetamine, one of placebo, and one of secobarbital 
during each of the four quarters of his 12 trials. 
There are six possible ways of ordering three drugs: 
123, 132, 231, 213, 312, 321. Each subject was 
assigned four such sequences, each involving three 
drugs, giving a total of 12 medicaments. The ex- 
perimenter collecting the data did not know which 
drug any particular subject had on any given day. 
This same general procedure was followed to con- 
trol for order-effects in the remaining studies. 

The 12 experimental days were grouped into 6 
competitive days (where the three men in a group 
raced against each other) and 6 individual days 
(where each man swam alone, racing against the 
clock). There were two competitive days and two 
individual days for each of the three types of medi- 
cation—amphetamine, secobarbital, and placebo. 
On one of the individual amphetamine days and 
on one of the competitive amphetamine days the 
subject took amphetamine two hours before the 
beginning of the first swim. On the two remaining 
amphetamine days he took the medicament three 
hours before beginning the first swim. 

Preliminary studies led us to believe the peak 
subjective and behavioral effects of 14 mg. of am- 
phetamine occurred between two and three hours 
after medication, whereas that for 100 mg. of seco- 
barbital was approximately one hour. Consequently 
the experiment was designed so that the interval 
between the taking of the active medicament and 
the beginning of the first swim would be two hours 
for half of the amphetamine sessions, three hours 
for the other half, and 55 minutes for all the seco- 
barbital sessions. 
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On all days a subject took two capsules. The first 
was taken at either two hours or three hours before 
the first swim. (Twice under each of the three 
drugs it was two hours; twice under each it was 
three.) The second capsule was taken 55 minutes 
before the first swim on all 12 occasions, On am- 
phetamine days the first capsule contained the 
amphetamine and the second was a placebo. On 
placebo days both were placebos. On secobarbital 
days the first capsule was a placebo and the second 
contained secobarbital. On placebo days and on 
secobarbital days the first capsule (which was 
always a placebo) was taken two hours before the 
first swim on half of the occasions and three hours 
before it on the other half. 

Each experimental day was organized around six 
events which were strictly timed. 1. At a specified 
time (either two or three hours before the first 
swim) the subject took his first capsule. 2. Fifty- 
five minutes before the first swim he took his 
second capsule. 3. Twenty-five minutes before his 
first swim the subject reported to one of the ex- 
perimenters and told him if he had failed to take 
either of the two capsules within five minutes of 
the time specified. (In no instance did the interval 
between reported medication time and beginning 
of first swim deviate from the scheduled interval 
by more than 15 minutes. The decision was made, 
without knowledge of drug orderer, not to discard 
the data which were slightly—5 to 15 minutes—off 
schedule.) 4. Fifteen minutes later the subject 
began his warm-up swim, which was timed by a 
second experimenter to last three to five minutes. 
5. The swimmer rested approximately five minutes 
after warming up and began his first swim exactly 
10 minutes after the beginning of the warm-up. 6. 
Fifteen minutes (plus or minus one minute) after 
the beginning of his first swim the subject began 
his second swim. 

Each swimmer was timed by two or more clocks. 
Always one was an ordinary stop watch and one 
was a 0.01-second electric clock which started auto- 
matically at the sound of the gun. (The electric 
timing device is an invention of Mr. David Col- 
lander of Massachusetts Institute of Technology. ) 
One or more additional stop watches were used on 
approximately half of the races. 

Because the electric timing device eliminated 
the reaction time of starting the stop watch, the 
electric times were longer (an average of 0.18 sec- 
ond) than the manual times. In coordinating the 
manual and electric data this difference was taken 
into account. All time information for each race 
was examined (without knowledge of which medi- 
cament had been given) and the median was ac- 
cepted as accurate. This same procedure was used 
in experiment 6. In experiments 2, 3, and 4 only 
one clock (a manual stop watch) was used for 
each runner. 
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The subjects were scheduled in staggered fash- 
ion, the first reporting at 4 p. m. and the last re- 
porting at 5:30 p. m. There were a few deviations 
from this plan due to scheduling problems. How- 
ever no subject ever reported earlier than 3 or later 
than 6 p. m. 

The cooperation on the part of the subjects in 
this experiment was exceptionally good. They usu- 
ally reported for the experiment about five minutes 
before they were scheduled to arrive. In the total 
180 sessions no more than five began late, and in 
these instances the lateness was usually between 
5 and 15 minutes. 

Experiment 2.—Nine collegiate track men served 
as subjects in experiment 2. Three ran 600 yd., 
three ran 1,000 yd., and three ran one mile. Each 
man ran these distances only once each experi- 
mental day. The sessions were separated by at least 
one day. Experimental sessions were never carried 
out either on the day of a meet with another school 
or on the day preceding such a meet. The runs 
occurred on an indoor track with a cinder surface. 
The men ran in competitive groups of three, ex- 
cept on two occasions when scheduling problems 
reduced the size of a group to two. All races oc- 
curred between 4:30 and 5:15 p. m. 

The experimental design called for nine runs 
from each subject, three sessions in which the sub- 
ject would be medicated with 14 mg. of ampheta- 
mine per 70 kg. of body weight, three with 50 mg. 
of secobarbital per 70 kg., and three with placebo. 
Due to illness one subject completed only three 
runs and so contributed only one run under each 
of the three medication conditions. Following the 
procedure outlined in experiment 1, the secobarbital 
was taken one hour before running and the am- 
phetamine was taken two hours before running. 

In this experiment and in the subsequent ones 
the barbiturate dosage was only half that used in 
experiment 1. As mentioned above, the barbiturate 
was used to prevent the subject from correctly 
assuming he had received amphetamine whenever 
he thought he perceived drug-effects. The 100-mg. 
dosage, used in experiment 1, was so potent that 
subjects occasionally said such things as the fol- 
lowing to the experimenter: “I feel sort of dopey. 
I think I got a sleeping pill today.” To reduce the 
obviousness of its effects, the secobarbital dosage 
was changed to 50 mg. per 70 kg. in the present 
experiment and in the three subsequent ones where 
secobarbital was used. 

Analysis of the data of experiment 2 was com- 
plicated by the fact that on the day of session 8 
the track was filled with holes. Session 8 occurred 
after the track season was over and the baseball 
players had begun practicing in the indoor track 
“cage.” Due to an oversight the track had not been 
rolled before the beginning of this session, and 
baseball practice had left it in bad condition. The 
amount of impairment produced by the poor track 
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conditions was assessed by obtaining for each sub- 
ject the difference between his time on session 8 
and his mean time on the other two sessions when 
he ran under the same type of medication as that 
given him on session 8. In all instances the time 
for session 8 was greater. The average difference 
for the group was 12.6 seconds. The average per- 
cent difference was 6.7. The “t” value for the mean 
difference of 6.7 was 3.41, which is beyond the 
0.02 level of significance. The results of experiment 
2 are reported both including and excluding the 
data obtained on session 8. 

Experiment 3.—In experiment 3 eight collegiate 
track men ran once on each of six experimental 
days. They ran in competitive groups of two or 
three on an outdoor wooden track. Three men ran 
a mile. Three ran 600 yd. Two ran 440 yd. The 
subjects were given 14 mg. of amphetamine per 70 
kg. on two occasions, with 50 mg. of secobarbital 
per 70 kg. on two and with placebo on two. Each 
day the subject took two casules. The first capsule 
was taken two hours and the second one hour be- 
fore running. On amphetamine days the first cap- 
sule contained amphetamine and the second was a 
placebo. On the secobarbital days the second cap- 
sule contained the active agent. Both capsules were 
inactive on the placebo days. All runs took place 
between 2 and 4:30 p.m. 

The original design of this experiment called for 
12 runs from each subject. However only six were 
completed by the time the wooden track was re- 
moved for spring baseball practice. Our aim had 
been to have an interval of at least one day be- 
tween experimental sessions. However in about one- 
third of the cases this was not possible because of 
scheduling problems. The cooperation of these sub- 
jects was poorer than that of the other groups 
studied. Their races were frequently 10 to 20 min- 
utes off schedule. There were numerous cancella- 
tions and changes of schedule. Interpretation of the 
results was further complicated by the fact that the 
subjects ran on an outdoor track during winter. The 
temperature and wind velocity varied considerably 
and influenced running times. 

Experiment 4.—The nine subjects participating in 
experiment 4 were marathon runners preparing for 
the Boston Athletic Association Marathon and other 
long-distance races. They were tested during the 
two months preceding the marathon, which oc- 
curred on April 20. 

These subjects were different from those in the 
other five experiments primarily by virtue of age. 
The age range was 22 to 41 years, with a median 
of 33 years. Four of these men had attended college. 
All of them were experienced runners. Most had 
been running for several years. Seven had won Ama- 
teur Athletic Union-sponsored long-distance races 
on one or more occasions. The other two had been 
among the first five to finish in one or more such 


races. 
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The original design called for 12 runs from each 
man, three times after the placebo had been given, 
three times with 50 mg. of secobarbital per 70 kg., 
twice with 7 mg. of amphetamine per 70 kg., and 
twice with 14 mg. and twice with 21 mg. ampheta- 
mine per 70 kg. Because of weather difficulties and 
injuries only three of the runners completed all 12 
runs. Two completed 8, one 10, one 9, one 6, and 
one 5 runs. 

Any given subject in this experiment ran the same 
distance and the same course each day. However, 
the various subjects ran different courses. The short- 
est course was approximately 4.5 miles and the long- 
est approximately 12.7 miles. Each subject timed 
himself. 

Each day a subject took two capsules. He took 
the first capsule two hours and the second 15 min- 
utes before beginning the race. As in the preceding 
experiments amphetamine medicaments were put in 
the first capsule, secobarbital in the second, and 
placebos in both. The various subjects ran for dif- 
ferent lengths of time, depending on the length 
of their course and their running speed. The short- 
est running time occurred on a 4.7-mile course (24 
minutes and 10.5 seconds) and the longest running 
time occurred on the 12.7-mile course (92 minutes 
and 20 seconds). The time interval between taking 
the second capsule and starting the race was shorter 
(15 minutes) in this experiment than in the others. 
This was done primarily for reasons of safety. (Sev- 
eral of the subjects drove automobiles to the start- 
ing point of their courses. We did not want subjects 
who were unprepared for the possible effects of 
mental clouding and sedation to begin experiencing 
these effects while driving to their courses. ) 

Before beginning the experiment a subject was 
told the reason for the study and was told that 
extraneous factors such as weather conditions and 
his physical condition could influence the results of 
his time-trials. He was asked to control as well as 
possible all such factors and, in particular, not to 
take the medicament when the weather was bad. 
The subject filled in a questionnaire after each race, 
indicating all factors which might have influenced 
his running time that day. 

In all experiments we pointed out to the subject 
that his role was that of experimenter as well as 
subject. An attempt was made to inspire all subjects 
to be meticulously careful and honest in carrying 
out their responsibilities. An especially strong effort 
was made in this respect in the present experiment 
because all measured performances of the marathon 
runners were carried out in the absence of the ex- 
perimenter. The subject was given 12 packages, 
each containing the medicament and performance- 
analysis materials for one trial. He was asked to 
run the same course every session, not to run when 
the weather was bad, and not to run when his 
physical condition was impaired to an extent which 
might affect his running time. In the entire 82 
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runs of this experiment only 3 were discarded be- 
cause of violation of these controls. One session was 
discarded because subject 4 altered his course on 
that day. (Snow began to fall after the subject had 
begun his run. In an attempt to compensate for 
this, he shortened his course.) On another occasion 
subject 5 (whose 6.8-mile course was an approxi- 
mately straight line between his home and his place 
of work) discovered on beginning his race that he 
had to face a 30-mile per hour headwind the entire 
distance. On this occasion his time was 49.30 (49 
minutes and 30 seconds ). In his remaining 11 trials 
there was a 2.75-minute range (from 40:30 to 
43:15). The wind caused his time to fall 6.25 min- 
utes outside that range. On the third discarded 
occasion a still different runner (subject 7) ran an 
experimental session the day after he had competed 
in a 30-km. (18.64-mile) Amateur Athletic Union 
race. He began .the race reporting sore feet as a 
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Both weight-throwers and shot-putters threw 15 
to 25 times each day. (The subjects were told that 
their first three throws would be considered warm- 
up throws and would not be counted. In analyzing 
the data the decision was made to eliminate the 
first five rather than the first three because the 
fourth and fifth throws were in general below the 
mean of the remaining throws. This decision was 
made without knowledge of the drug administered 
to a given subject on a given day.) Chalk lines were 
drawn every 5 ft. within the throwing range. An 
experimenter was stationed about 30 ft. from the 
point at which the weight was expected to fall. 
When it landed, the experimenter estimated its 
distance by relating the identation made in the 
ground at the point of contact to the system of 
chalk lines. (Time limitations prevented tape 
measurement. ) After each throw the subject walked 
to the point where his throw had landed and then 


TaBLeE 1.—Comparative Effects, in Experiment 1, of Amphetamine Sulfate, Secobarbital, and Placebo on Performance Times of 
Fifteen Subjects Swimming Under Rested and Fatigued Conditions® 


First Swim, Rested Conditiont 


Time, See. P-A 

Swimming jee 


— 


Second Swim, Fatigued Conditiont 


Time, See. 


A P-A 


Free style, 100-yd 
57.46 56.92 =+0.54 —0. 58. 58.66 0.07 
58.5 57.839 6007 +1.14 fi 2.5 58.97 
55.81 +0.57 +1.01 59. 57.95 
Butterfly, 100-yd. 
64.44 69.50 41.05 41.60 -4, 3.12 6.53 65.01 
6982 71.35 +0.07 2.12 72.38 71.24 74.34 
73.82 76.18 +3.70 +4.77 a ft 9.32 88 16 91.61 
Free style, 200-yd. 
148.13 +0.08 +0.02 3.36 65 3.8 145.86 148.83 
144.81 +0.86 +0.62 3.72 .22 148.51 147.28 
136.47 +145 —2,22 -1.65 2.67 137.76 144.59 
Back stroke, 200-yd 
148.52 145.59 152.73 +1.97 2. 52.7 50.89 153.60 
164.24 162.52 166.48 +1.05 -2.5 -1.36 .59 171.68 
166.65 166.85 169.06 2 0.12 2. 45 177.05 J 176.11 
Breast stroke, 200-yd. 
159.39 161.62 +0.90 7 162.05 35.52 164.15 
174.10 177.07 —0.12 179.87 79.38 180.45 
177.16 180.28 +0.37 2.46 183.51 185.72 184.60 


= Dosages were 14 mg. of amphetamine sulfate per 70 kg. of body weight and 100 mg. of secobarbital per 70 kg. of body weight. whe 
+ P= mean placebo time for each subject. Ammean amphetamine time for each subject. S=mean secobarbital time for each subject. P-A indi- 


cates change in performance under amphetamine; + indicates improvement; 


>. 
were obtained with the formula ( » 1100). 
P 


physical impairment. He ran his 4.7-mile course 
that day in 33 minutes and 52 seconds. As in the 
case of the man running against the headwind, the 
time just reported was grossly out of line with the 
remaining ones. On this man’s remaining eight trials 
his best time was 24:10.5 and his worst was 27:15 
(a range of 3 minutes and 4.5 seconds). His “sore 
feet” time of 33:52 was over six minutes outside the 
range of his other eight races. 

Experiment 5.—Thirteen collegiate weight-throw- 
ers and shot-putters served as subjects in experi- 
ment 5. Nine threw the 35-lb. weight. Four put the 
16-Ib. shot. All were members of varsity or fresh- 
men teams. (Although shot-putters are sometimes 
called weight-throwers, the present report will dis- 
tinguish between the two groups by calling the 
nine who threw the 35-lb. weight weight-throwers 
and calling the four who put the 15-Ib. shot shot- 
putters.) All experimental sessions were carried out 
in a heated indoor track cage. 


P-A 
indicates impairment. The per cent change scores listed under ——, % 
P 


gave his own distance-estimate to the experimenter. 
In general the discrepancies between estimates 
made by the experimenter and those made by sub- 
jects were less than one foot. The average for all 
subjects for all sessions was 0.41 ft. 

The design called for 12 sessions, four with 14 
mg. of amphetamine per 70 kg. of body weight, 
four with 50 mg. secobarbital per 70 kg., and four 
with placebo. Only 7 of the 13 men completed all 
12 sessions. Two were there for 10, one for 6, one 
for 5, and two for 4 sessions. The two subjects con- 
tributing only four sessions (subjects 7 and 8) 
(tables 8 and 9) were 35-lb. weight-throwers who 
were somewhat uninterested in the experiment. In 
general their cooperation was poor. Five of their 
eight sessions were ones on which they either re- 
ported late or failed to take their medicament on 
time. The subject contributing five sessions (subject 
9) was a freshman who changed his style after the 
third session, adding another body turn. The data 


_ 
PS P-A PS 
PS P P P P-S P 
i 
+ .19 —130 —2.21 
+1.73 —0.89 —148 
+151 —2.01 —2.78 
+130 —2.29 —2.56 
+1.85 —106 —0.72 
—+0.58 —2.07 —1.22 
+0.27 —0.58 —0.32 
—120 —109 —0.59 
4 
vat 
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contributed by the three men just mentioned are 
suspect as well as sparse. Consequently the weight- 
throwing analyses have been done both including 
and excluding these three subjects. As in the earlier 
experiments the subjects took two capsules each 
day, one or both of which contained placebos. 
Amphetamine was taken two hours and secobarbital 
one hour before the session began. 

Although no subject contributed more than 12 
sessions the study lasted a total of 15 days because 
of missed sessions and make-ups. The experimental 
sessions began at 4:30 p.m. on each of the first nine 
days of the study. Because of unavailability of 
space they began at 7:30 p.m. on the final six days. 
During the latter sessions the subjects were in- 
structed to take their first capsule at 5:45 p.m., 
eat dinner at 6:15, take their second capsule at 
6:45, and report for the experiment at 7:30. (The 
effect of amphetamine on performance was found 
to be somewhat similar in the afternoon (mean im- 
provement = 4.84%) and in the evening (mean 
improvement = 6.29%. ) 
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encourage the subjects to give an “all out” effort. 
They did not have to save themselves for a second 
race. 

The major difference between experiments 1 and 
6 was that in the sixth we tried to guarantee maxi- 
mum effort from each subject on all swims. (We 
had asked for maximum effort in all experiments. 
However, in experiments 1, 2, and 3 we compared 
the experimental times with those achieved in meets 
with other schools and found the experimental times 
to be slower for most subjects than the meet times. 
Interestingly, this was not the case with the weight- 
throwers and shot-putters of experiment 5. The 
longest experimental throws were, in general, as 
far as the longest meet throws.) To achieve an 
experimental situation which would stimulate maxi- 
mum effort and approximate the psychological at- 
mosphere of a competition with another college the 
following steps were taken. First, the subjects were 
called together for a meeting before the experiment 
began. At this meeting it was explained that the 
sole purpose of the experiment was to test the pep 


TaBLE 2.—Statistical Evaluations, for Experiment 1, of the Comparative Effects of Amphetamine and Placebo on Swimming 
Times of Fifteen Swimmers Under Rested and Fatigued Conditions 


Average Magni- 


Distance tude of Effect 

No. of Swimmers Yd. P-A age p 
6. 100 5.24 0.01 
200 —0.19 0.20 NS 


Groups 


First Swim, Rested Condition* 


Second Swim, Fatigued Condition* 
Average Per- 
cent of Effect 


Average Magni- 
tude of Effect 


Average Per- 
cent of Effect 


——, 
P-A p P-A t p P-A “er p 
Pp 

+1.50 5.08 0.01 +1,10 2.04 0.10 +1.59 2.38 0.10 
—0.08 0.04 NS +1.36 3.63 0.01 +0,87 3.65 0.01 
+0.59 1.36 41.26 4.17 0.001 441.16 8.82 0.01 


P-A P-A 
—-, %=mean difference for the group of 


P 
t=“‘t” test value for correlated means. 
p=two-tailed probability value. 


Experiment 6.—Sixteen swimmers served in this 
experiment. Thirteen of them had previously been 
subjects in experiment 1. Three were new. There 
were several ways in which this experiment dif- 
fered from the first one. There were 6 sessions 
rather than 12. On three days a subject received 
14 mg. of amphetamine; on three he received a 
placebo. No secobarbital was used. The drug order 
was random with the two restrictions that (1) no 
subject would receive the same medicament three 
times consecutively and (2) no subject would re- 
ceive the same medicament on either the first and 
second or the fifth and sixth sessions. All capsules 
were taken two hours before the race. With a few 
exceptions an interval of one day intervened be- 
tween adjacent experimental sessions. Experiment 
1, on the other hand, had been run on consecutive 
days. Experiment 6 was begun two days after the 
final competitive meet of the year. Experiment 1 
had been carried out in the early part of the season. 
In the present experiment each subject swam only 
once each day rather than twice. This was done to 


NS=not significant at or beyond the 0.20 level using a two-tailed test. 


—, % seores presented in table 1. 


pills under conditions which simulated the school 
competition situation. We explained that our in- 
vestigation could not be considered complete until 
we knew whether the pep pills were effective under 
conditions of maximum motivation and 100% effort. 
(No information was given concerning the results 
of the previous experiments. ) 

Second, the race times each swimmer had 
achieved in the final three to five competition 
swims of the season were collected from the coach 
and the median of these times was computed for 
each subject. At the preexperimental meeting each 
subject was given his median competition time and 
was told that this was the goal he was to attempt 
to match in the experimental swims. The subjects 
were told that each man whose median experi- 
mental time equaled or beat his median competition 
time would be treated to a steak dinner, where he 
could order anything he wanted up to $7.50. Fur- 
thermore, they were told the whole group would 
win the dinner if as many as half of the men won. 
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Third, the swimmers were asked to cheer on their Fifteen of the 16 swimmers completed their six 


teammates just as they customarily did during com- scheduled swims. One (subject 13) became ill and 
petition with other schools. Throughout the experi- was able to complete only three (table 11). Another 
ment the swimmers did this. Indeed, several ob- (subject 14) had a series of misfortunes. He missed 
servers remarked that on some experimental sessions four regularly scheduled sessions, which he subse- 
the enthusiasm and excitement were greater than quently made up. Once he caught the “flu.” Once 
that seen at meets with other schools. he received a third degree burn on his arm. In 

Several of the swimmers made their “steak” times addition to missing four regular sessions he per- 
on both the first and second experimental days. This formed four of his swims under handicapped con- 
raised the possibility that certain of the subjects ditions. Once he swam still feeling weak from the 
might win their steaks on the first four swims and “flu.” Twice he swam with a bandage covering the 
then relax on the last two. To avoid this a new burn on his arm and reported that the water caused 
element was added to the experiment at the be- pain at the point of the burn. On still another oc- 
ginning of the third day. The subjects were told casion he received an allergy shot before swimming 
that any swimmer who made his “steak” time on and reported that this had produced swelling, stiff- 
five out of six occasions would be treated to an ness, and pain in his arm. The range between his 
extra steak dinner on some evening subsequent to best and worst time was 11.2 seconds. This is more 


the first. than five times as great as the mean range for the 


Tasie 3.—Statistical Evaluations of the Comparative Effects in Experiment 1, of Placebo and Amphetamine Sulfate on 
Swimming Times of Men Swimming Individually and in Competition with 
Each Other Under Rested and Fatigued Conditions.* 


No. Swimming Individually Swimming in Competition 
Sub- 2 Hr. After 3 Hr. After 2 and 3 Hr. 2 Hr. After 3 Hr. After 2 and 3 Hr. 
Distance of Swim, Yd. jects Medication Medication Combined Medication Medication Combined 

First Swim, Effect, Av. Magnitude Md » Md Md Md Md < Md 
6 +0.76 1.51 0.20 +1.71 2.63 0.05 41.24 2.19 0.10 +081 1.53 0.20 41.10 142 0.20 40.96 1.65 0.20 
+2.41 3.28 0.02 4149 1.78 0.20 41.95 2.63 0.5 +088 126 NS +065 068 NS 40.77 1.21 NS 


+1.75 3.38 0.01 +1.57 2.87 0.02 4+1.67 3.38 0.01 +086 187 0.10 +088 1.35 0.20 40.84 1.96 0.10 


00500008 +1.06 0.05 246 0.10 41.20 1,69 1.73 0.20 +1.37 1.84 0.20 
” +148 3.50 0.01 40.89 166 0.20 41.19 263 0.05 +064 130 NS +043 0.65 NS +054 1.25 NS 
2.20 0.05 


+1.32 3.54 0.01 41.56 3.18 0.01 41.44 3.66 0.01 +086 0.05 40.87 1.68 0.20 


+1,23 0.001 +1.38 4.53 0.01 0.02 0.06 NS +134 2.99 0.05 4.01 0.02 
9 +1.01 061 NS +2.57 2.01 0.10 41.79 127 NS -1.11 1.59 0.20 3.22 3.16 0.20 —2.17 3.23 0.02 
0.02 +1.62 0.10 145 0.20 -—1.40 1.62 0.20 —1.04 1.91 0.10 


+174 9.3 0.01 +2.01 4.59 0.01 40.12 0.22 NS 2.97 0.05 41.01 3.71 0.02 
Bi cscbcnvecavnvesctoseneenasee 9 +0.75 0.69 NS 41.72 2.01 0.10 41.90 127 NS —0.66 1.41 0,20 —1,96 3,07 0.02 —1.31 3.16 0.02 
15 +1.14 1.62 0.20 41.94 3.69 0.01 41.52 2.60 0.05 —0.35 0.98 NS —042 063 NS —0.30 0.96 NS 


* The 72 Md values (mean difference values) give a more detailed breakdown of information presented in table 2. Average magnitude and average 
per cent differences between amphetamine time and placebo time for the three groups (100-yd., 200-yd., and combine) are presented separately for 
individual and competition conditions. Within each of those conditions there is a further breakdown for the 2-hr. and 3-hr. intervals. For the most 
detailed breakdown, each Md score is based on only one amphetamine and one placebo time for each subject. 


In general, the attempt to obtain maximum per- remaining 15 subjects. The swimming analyses re- 
formance was successful. Nine of the 16 swimmers ported in the next section were performed both in- 
broke their “steak” times on at least three out of cluding and excluding these two swimmers. 
six occasions. Two broke their lifetime records. Five Four of the 16 subjects swam the 200-yd. breast 
more came within 0.3 second of their lifetime rec- stroke, 3 swam the 200-yd. back stroke, 3 the 200- 
ords. Forty-seven of the 93 swims reached the yd. free style, 3 the 100-yd. butterfly, and 3 the 
“steak” time criterion. One might wonder why the 100-yd. free style. All races occurred between 4:30 
“steak” time incentive was so effective with these and 6:30 p.m. Eleven of the subjects swam in 
subjects. This incentive was chosen because we groups of two or three. Five swam alone. All 16 
discovered in talking with the subjects after the subjects were combined into a single group in the 
first experiment that winning a steak dinner ap- analyses because examination of the comparative 
peared to have symbolic significance for the boys. swimming times under the effects of amphetamine 
On various past occasions certain ones of them had and placebo indicated that the 5 men who swam 
been given steak dinner incentives by their coaches. alone were not affected differently by amphetamine 
In these instances the steak dinner had meant much than were the 11 who swam in groups. Presumably 
more than its monetary equivalent. Our experi- this was because the subjects swam with maximum 
mental “steak” time arrangement was selected in or near maximum motivation whether swimming 
an effort to tap this previously established symbolic alone or in groups. The results of this experiment 


reward system. are reported in table 11. 
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As in experiment 1, the cooperation of subjects 
in this experiment was remarkable. In the entire 
96 occasions, subjects reported more than five min- 
utes late only three times. On two occasions subjects 
reported taking medicaments late; one subject took 
one of his medicaments 10 minutes late and another 
was 15 minutes late in taking one of his. 

Data Collected in Phase 1.—Our investigation of 
the effects of pep pills on athletes was carried out 
in two phases. The first provided a broad explora- 
tory coverage of the problem. We studied several 
different dose levels using various time intervals 
between medication and performance. One dose 
level (7 mg. per 70 kg.) was studied in a sufficient 
number of subjects (20) to warrant inclusion in 
this report. Those data are presented in the section 
on results, after presentation of the more substantial 
and extensive results obtained in phase 2. 
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influence of placebo, amphetamine, and secobarbi- 
tal, respectively, are also shown. (The results of the 
statistical analyses of the data presented in table 
1 are shown in tables 2 and 4.) 

Table 1 shows the difference between each sub- 
ject’s mean placebo time and his mean amphetamine 
time for the first swim. Of the 15 subjects, all but 
one have plus scores, indicating that they swam 
faster under influence of amphetamine than of 
placebo. The mean improvement for the 15 subjects 
taken as a group was 1.26 seconds. As shown in 
table 2, this improvement is very significant, sta- 
tistically. When evaluated with the “t” test for 
correlated means it yields a “t” value of 4.17, which 
is beyond the 0.001 level of significance using a 
two-tailed test. 

Column 5 of table 1 presents the comparative 
performance under influence of amphetamine and 


TABLE 4.—Statistical Evaluations in Experiment 1, of Comparative Effects of Placebo and Secobarbital on 
Swimming Times of Men Swimming Individually and in Competition with Each Other 
Under Rested and Fatigued Conditions Fifty-five Minutes after Medication.° 


Swimming Swimming in 
Distance Individually Competition Combined 
d. Subjects Md p Md Pp Md 
First Swim, Effect, Av. Magnitude 

—),81 1.82 0.20 1.55 0.20 
—2.90 4.90 0.01 —2.89 4.30 0.01 
2.07 4.37 0.001 —2.18 4.10 0.01 
—1,32 2.06 0.10 —1.81 1.72 0.20 
4.54 0.01 —1.95 3.92 O01 
—1.68 4.72 0.001 —1.9 3.88 0.01 
—0.96 1.32 NS —1.58 2.30 0.10 
—2.07 3.71 0.01 —1.52 2.4 0.05 
—1.62 3.61 0.01 —1.55 3.80 0.01 
—1.22 1.17 NS —2.22 2.17 0.10 
—1.44 3.85 0.01 —1.00 2.73 0.05 
—}].35 2.98 0.01 —1.49 3.16 0.01 


The work done in the first phase was exploratory. 
Different subjects were studied differently. In pre- 
senting the results obtained with each subject a 
tabular summary of the more important methodo- 
logical details will be given. 


RESULTS 


Experiment 1.—Experiment 1 was the most ex- 
tensive and intricate of the six experiments de- 
scribed in the preceding section. It provided 360 
measured performances by 100-yd. and 200-yd. 
swimmers. The results obtained with each of the 15 
swimmers in the first experiment are presented in 
table 1. Each subject swam four times under each 
of three drug conditions: placebo, amphetamine 
(14 mg. per 70 kg. of body weight), and secobarbital 
(100 mg. per 70 kg.). Each subject’s mean time 
for the first (rested condition) swim on the four 
placebo sessions and his corresponding mean time 
for amphetamine and secobarbital sessions are 
shown; times for the second (fatigued) swims under 


. % seores presented in table 1. 


placebo on the first swim in a different way. Here 
the difference between a subject’s mean placebo 
score and his mean amphetamine score is expressed 
as a percentage of his mean placebo score. Table 2 
shows that the 15 swimmers taken as a group ob- 
tained a mean improvement of 1.16% under 
amphetamine. This average improvement yields a 
“t” of 3.82, which is beyond the 0.01 level of signifi- 
cance. 

Column 6 of table 1 shows the comparative 
swimming time under influence of placebo and seco- 
barbital. Fourteen of the 15 subjects were impaired 
by secobarbital. The group had an average impair- 
ment of 2.18 seconds. The c:rresponding percent- 
age of impairment for the group was 1.9%. The “t” 
values for these mean differences are shown in 
table 4. 

Column 11 of table 1 presents the comparative 
effects of amphetamine and placebo on the second 
swim. The performance of 10 of the 15 subjects was 
improved by amphetamine. However, the average 


oe * Symbols are defined in earlier tables. The Md scores are based on the P-S and —— EE DD % 
Pp 
~ 
: 
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improvement for the group was only 0.29 second. 
The corresponding average percentage improve- 
ment was 0.59% (table 2). 

Column 13 shows that 13 of the 15 subjects were 
impaired by secobarbital on the second swim. The 
average impairment for the group was 1.55 seconds 
(“t”=3.80; p<0.01). The corresponding impairment 
was 1.49% (“t”’=3.16; p<0.01) (table 4). 

Table 1 presents the results of the statistical com- 
parisons of placebo versus amphetamine (14 mg. 
per 70 kg.) for each of three groups: the six 100-yd. 
men, the nine 200-yd. men, and the 15 swimmers 
combined. The results shown in table 2 were arrived 
at using the “t” test for correlated means. The “t” 
test values and their associated two-tailed proba- 
bility values are reported both for magnitude of 
difference (mean placebo minus mean ampheta- 
mine) and for percentage of difference (mean 
placebo minus mean amphetamine/mean placebo). 
In these comparisons there is no breakdown for the 


TaBLe 5.—Comparative Effects of Amphetamine Sulfate, 
Secobarbital, and Placebo on Performance Times 
of Five Groups of Subjects Swimming Under 
Rested and Fatigued Conditions.* 


First Swim, Rested Condition 
A 


PA Ps 

P Ps P 

100-yd. free style swimmers (n=3).... +160 +215 —138 —2.17 
100-yd. butterfly +0.59 —1.45 
200-yd. free style (n=8)........ +0.94 +0.70 —4.59 —3.34 
200-yd. back stroke (m=8)............ +1.65 +0.96 —1.12 —0.64 
200-yd, breast stroke (n=3).......... +149 +097 —2.96 —1.88 

Second Swim, Fatigued Condition 
100-yd. free style (m=-3)............... +1.2% +1.70 —2.77 —3.80 
100-yd, butterfly (m=8)................ +0.78 —0.37 —0.64 
200-yd. free style (m=8)............... +1.86 +1.30 —2.65 —1.85 
200-yd. back stroke (m=3)............ —174 —102 —12% —0.74 


200)-yd. breast stroke (m=38).......... —0.71 —0.35 -—-065 


* Symbols defined in table 2; scores based on those in table 1. 


competitive versus individual conditions or for the 
2-hour versus 3-hour conditions. (Such a breakdown 
is given, however, in table 3). 

As shown in table 2, amphetamine produced 
statistically significant improvement for both the 
100-yd. swimmers and the 200-yd. swimmers during 
the first swim (rested condition) but produced 
significant improvement for only the 100-yd. men 
on the second swim (fatigued condition ). 

Table 3 shows the comparative effects of placebo 
and amphetamine (14 mg./70 kg.) on swimming 
times when the subjects swam alone (racing against 
the clock) and when they swam in competition 
(racing against each other). This table presents a 
further breakdown (within the individual condition 
and within the competition condition) of the effects 
of amphetamine when taken two hours before the 
first swim and when taken three hours before the 
first swim. The amphetamine versus placebo com- 
parisons in table 3 give some indication that the 
amphetamine effects may have been slightly greater 
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at three hours than at two hours after medication, 
especially on the second swim comparisons. How- 
ever this tendency is not consistent enough to be 
more than suggestive. Consequently the descrip- 
tion of results in the next two paragraphs will be 
limited to the comparisons combining the data 
obtained at the two time points. 

For the first swim (rested condition) amphetamine 
produced improvement in both 100-yd. and 200-yd. 
men, both when the men swam individually and 
when they swam in competition. Swimming indi- 
vidually, the mean improvement scores were 1.24 
seconds., 1.95 seconds, and 1.67 seconds for the 
100-yd., 200-yd., and combined groups respectively. 
All three improvements were beyond the 0.10 level 
of significance. The corresponding improvement 
scores were 1.81%, 1.19%, and 1.44% (all beyond the 
0.10 level of significance). When the subjects swam 
competitively the amphetamine improvement was 
not as great as that found when the subjects swam 
individually. The 10-yd. men obtained an improve- 
ment of 0.96 seconds. The 200-yd. men improved 
0.77 seconds. The combined group improved 0.84 
seconds. The corresponding improvement scores 
were 1.37%, 0.54%, and 0.87%. (See table 3 for “t” 
values and significance levels.) Although the 15 
subjects obtained a greater mean difference between 
amphetamine and placebo when swimming indi- 
vidually than when swimming competitively, this 
difference did not reach the 0.20 level of significance. 

On the second swim (fatigued condition) there 
was an interesting difference between the 100-yd. 
and 200-yd. swimmers under the competition con- 
dition. Whereas the 100-yd. men swam 0.66 seconds 
faster under the influence of amphetamine than 
under placebo (“t”=4.01; p< 0.02) the 200-yd. men 
swam 2.17 seconds slower under influence of am- 
phetamine (“t”—3.23; p<0.02). On the other hand, 
both groups of swimmers obtained an amphetamine 
improvement when swimming individually, al- 
though the improvement for the 200-yd. men was 
slight. 

Table 4 presents information concerning the com- 
parative effects of secobarbital and placebo, under 
rested and fatigued conditions, with a breakdown 
for individual and competitive conditions. On the 
first swim the 200-yd. men showed about the same 
impairment when swimming individually (2.87 sec- 
onds and 1.99%) as when swimming competitively 
(2.90 seconds and 1.92%). The 100-yd. men showed 
more impairment when swimming individually 
(1.41 seconds and 2.30%) than when swimming 
competitively (0.81 seconds and 1.32%). 

On the second swim the 100-yd. and 200-yd. men 
showed an interesting difference in secobarbital ef- 
fect. The 100-yd. men were impaired more than twice 
as much when swimming individually than when 
swimming competitively (2.20 seconds as opposed 
to 0.96 seconds), whereas the 200-yd. men showed 
just the reverse. They were impaired 0.97 seconds 
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when swimming individually and 2.07 seconds when 
swimming competitively. Both with respect to mag- 
nitude and percent effect, table 4 shows that on the 
second swim 100-yd..men were impaired to a sta- 
tistically significant extent when swimming individ- 
ually (but not when swimming competitively ) 
while the 200-yd. men were impaired significantly 
when swimming competitively but not when swim- 
ming individually. 

The 15 swimmers comprised five groups of three 
men each: 100-yd. free style, 100-yd. butterfly, 200- 
yd. free style, 200-yd. back stroke, and 200-yd. 
breast stroke. Table 5 shows that all five groups 
swam faster under influence of amphetamine than 
under placebo on the first swim. On the second 
swim the two groups of 100-yd. men and the 200-yd. 
free style group swam faster under influence of am- 
phetamine than placebo but the 200-yd. breast 
stroke and 200-yd. back stroke groups swam slow- 
er under influence of amphetamine than placebo. 
On both first and second swims all five groups 
showed impairment under secobarbital (table 5). 


TaBLE 6.—Comparative Effects in Experiment 2, of Amphetamine Sulfate, Secobarbital, 
and Placebo on Performance Times of Nine Runners.® 
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Subject 9 increased the variability of the group 
greatly. Consequently the “t” values are low in spite 
of the fact that eight of the nine subjects improved 
during use of amphetamine. 

As mentioned before, session 8 was carried out 
under atypical conditions. The statistical analyses 
were performed both including and excluding that 
session. The right half of table 6 presents the results 
obtained excluding session 8. The average improve- 
ment under amphetamine was 6.37 seconds 
(“t’=2.23; p<0.10). The corresponding improve- 
ment was 3.17% (“t”=2.46; p<0.05). 

Both the analyses including session 8 and those 
excluding it show that the subjects ran slightly fast- 
er under secobarbital (50 mg. per 70 kg.) than 
under placebo. However, none of those comparisons 
reached the 0.20 level of significance. 

Experiment 3.—Five of the eight subjects in ex- 
periment 3 ran faster under influence of ampheta- 
mine than placebo; three ran slower. Considered 
as a group, the subjects had an average ampheta- 
mine time which was 1.08 seconds faster than that 


All Sessions 


Sub. 


2 86.03 85.47 87.00 +0.65 
3 90.07 87.98 89.60 +2.14 2.38 
5 182.53 176.40 180.15 +6.13 +3.36 
6 175.03 166.08 166.07 +8.95 +5.11 
‘ 


296.80 280.00 287.10 +16.80 +5.66 
8 315.46 300.53 314.47 +14.93 44.73 
9 291.90 308.67 30648 —I16.77 —5.75 
Mean difference for nine runners ..... +4.24 +2.21 


NS 0.10 


ject PA 

1 84.03 83.43 81.80 +060 +0.71 


Session 8 Excluded 


P-S Time in Seconds P-A P- 
PS P P A PA P P 
+2.23 +2.65 82.85 83.43 81.80 ~).58 0.70 +1.05 +1,27 
—0.97 —1,13 85.45 85.47 7.00 —0.02 —155 —1.81 


+0,52 90.07 87.93 89.10 +2.14 +2.38 +0.97 +1.08 
+2.50 +1.57 159.40 158.55 156.90 +5.85 +3.67 +2.50 +1,57 
+2.38 +1.30 182.53 167.80 180.15 +14.73 48.07 +2.38 +1.30 
+8.96 +5.12 175.038 160.30 166.07 +14.73 +842 +8.96 +65,12 
+9.70 +3.27 296.50 280.00 287.10 +16.80 +5,.66 +9.70 +8,.27 


+0.99 +0.31 312.23 300.53 314.47 +11.70 +8.75 2.24 
—14.53 —4.98 291.90 299.90 306.48 8.00 —2.74 —14.58 4.98 
+1.30 +0.96 +6.387 +8.17 +0.80 +0,68 
0.56 1,00 2,2 2.46 0.34 0.70 


0.10 


0,05 


* Symbols defined in earlier tables. 


Experiment 2.—Table 6 presents the results ob- 
tained with the nine runners who performed on an 
indoor track. The mean performance times under 
the influence of placebo, amphetamine (14 mg. 
per 70 kg.), and secobarbital (50 mg. per 70 kg. ) 
are shown in columns 1, 2, and 3 respectively. Col- 
umn 4 shows the difference between each subject's 
mean placebo time and his mean amphetamine 
time. Column 5 expresses that difference as a per- 
cent of the mean placebo time. Columns 6 and 7 
show the corresponding magnitude and per cent 
comparisons for placebo versus secobarbital. The 
results of the statistical evaluations of these scores 
appear at the bottom of the table. 

Column 4 shows that eight of the nine runners 
performed faster under influence of amphetamine 
than under placebo. The mean difference for the 
amphetamine-placebo scores is 4.24 seconds. The 
mean difference is 2.21%, These two mean differ- 
ences yield “t” values of 1.30 and 1.91 respectively. 


for placebo. The corresponding percentage differ- 
ence was 0.89%. However, neither of these compari- 
sons reached the 0.20 level of significance. We be- 
lieve this lack of significance was due partly to un- 
controlled weather variables. (As mentioned before, 
this experiment was carried out during the winter on 
an outdoor track. The temperature varied from 25 to 
69 F. The wind velocity varied from 8 to 23 miles 
per hour. To assess the effect of variations in tem- 
perature on running time, each subject's score on 
the warmest amphetamine day was subtracted from 
his score on the coldest amphetamine day; then the 
same was done for his two placebo days and two 
secobarbital days. The mean of these three differ- 
ence scores was then obtained. The resulting score 
showed the effect of temperature, with the drug- 
effect controlled. Seven of the eight subjects ran 
faster on the warm days than on the cold days. The 
mean difference for the group was 2.89 seconds. A 
comparable analysis was performed to evaluate the 
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effect of variations in wind velocity. Seven of the 
eight subjects ran faster on the less windy days. 
The mean difference for the group was 2.20 sec- 
onds. ) 

Experiment 4.—Table 7 presents the results ob- 
tained with the nine marathon runners performing 
under placebo, secobarbital (50 mg. per 70 kg.), 
and three different dosages of amphetamine (7, 14, 
and 21 mg. per 70 kg. of body weight). Data ob- 
tained under the three dosage levels of ampheta- 
mine were combined in the comparisons shown in 
table 7. Six of the subjects ran faster under influ- 
ence of amphetamine than placebo; three ran slow- 
er. Considered as a group the subjects ran an av- 
erage of 24.12 seconds faster under influence of 
amphetamine than placebo (“t”=2.13; p<0.10). The 
mean difference was 1.07% (“t’=1.72; p<0.20). 

As in experiment 3, the performances of experi- 
ment 4 occurred out of doors during late winter. 
Weather variable added to the variability of the 
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into the ground” in a hard 15-mile race wearing 10 
Ib. of clothing. The runner’s written comments made 
after the race follow: 


First I would like to say that I was wearing 10 pounds of 
clothing (my boots alone weighing 3% lb.) in my 15 miles 
work out last night in which ‘I ran myself into the ground.’ 
This was the hardest work-out I’d had in months. Needless 
to say, I was very tired today. I feel therefore that had I 
done 6 miles (not too hard) instead of 15 miles last night, 
a time equal to or better than my best time of 33:25 would 
not have been unreasonable. I was thinking in terms of a 
35 minutes-something, work-out before my first medication! 
And yet, after a 4 hr. sleep between capsules and just after 
my second, my mood and outlook changed substantially, so 
I estimated 34:40. However, while running my first 100 
yards I wished I'd estimated even something around 36:00 
minutes—my legs just wouldn’t go and I felt very tired. But 
since I feel it a responsibility to do my very best in order 
to make these experiments worth while, I pushed myself 
hard and worked my arms harder than usual. I soon estab- 
lished a better racing pace but it was just one hell of a 
grind all the way. My time was 34:08,7! I was amazed that 
I could force myself so much today. My legs felt light and 
loose afterwards and I enjoyed a 2 mile jog. I have had a 


Comparative Times in Seconds 


Time in Minutes and Seconds P-A P-S 
Distanee — »% 
Subject No Mi. P At 8 P-A P P-S P 
6.0 31:42.00 31: 20.67 —22.00 —1,17 — 0.67 0.04 
anes 6.8 41:18.00 41:38.33 +62.00 +2.44 + 41.67 +1.64 
45 26: 28.00 27:02.00 —24.00 —1.53 58.00 —3.71 
4.7 25:45.63 26:20.50 +58.37 +3.64 + 23.50 +147 
ov 7.25 42:39.58 42:54.33 +41,42 +1.59 + 26.67 +1.08 
a +50.57 + 


0.10 


date and tended to reduce the statistical signifi- 
cance of the improvement shown under ampheta- 
mine by the group. 

There were reasons for questioning the validity 
of the data contributed by all three of the sub- 
jects who ran faster under influence of placebo 
than amphetamine; however, the decision was made 
to retain their data. Subject 6 had only one place- 
bo session. Subject 4 indicated on his performance 
analyses that 9 of his 12 performances (75%) were 
not “all-out” efforts. The corresponding average for 
the remaining eight subjects was 15%. All subjects 
had been asked to make each effort an “all-out” 
one. In general, subject 4 did not appear to grasp 
the concept of a controlled experiment. He was the 
subject who altered his course on one occasion. 
The result of one of his races was recorded in the 
wrong place. Other indications of failure to meet the 
requirements of the experiment were also found in 
his data. 

Both the fastest time and slowest time for sub- 
ject 2 occurred under the 21 mg. per 70 kg. dose of 
amphetamine. That slow amphetamine race oc- 
curred the day after the subject had “run himself 


* Dosages of 7, 14, and 21 mg. of amphetamine per 70 kg. of body weight and 50 mg. of secobarbital per 70 kg. of body weight were given. 
+ The three amphetamine dose levels were combined in obtaining the A values 


tingling and chilled sensation of my body since the run. 
As a summary, I feel this was the most substantial mental 
and physical change I have ever experienced in such a short 
period of time. 


To compare different dose levels, it was planned 
that each subject would run twice under each of 
three dose levels of amphetamine. Due to illness 
and adverse weather, only three subjects completed 
all sessions. Of the sessions run, three were dis- 
carded as mentioned under “method.” Four of the 
nine subjects made only one run under the 7-mg. 
dose, five made only one run under the 14-mg. 
dose, and five made only one run under the 21-mg. 
dose. Furthermore, 10 of the sessions retained were 
performed under conditions of moderate physical 
impairment or weather adversity. These consider- 
ations require cautious interpretation of the data. 
The subjects ran faster on the average under 14-mg. 
doses of amphetamine than under 7-mg. doses, 
and still faster under the 2l-mg. dose, but the 
factors mentioned cast doubt on the accuracy of 
the differences observed in results after use of the 
three dose levels. The subjects ran 0.06% slower, 
0.30% faster, and 2.54% faster under the 7-mg., 
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14-mg., and 21-mg. doses, respectively, than after 
taking the placebo. The first two comparisons were 
not significant at the 0.20 level. The third was sig- 
nificant beyond the 0.10 level. Because of the 
uncontrolled factors mentioned and because half 
the subjects had a given dose level only once, 
the comparisons at the three separate dose levels 
were less stable than the comparison combining 
all three. The standard error for the combined 
analysis was 0.62%, while those for the comparisons 
based on 7-mg., 14-mg., and 2l-mg. dose perfor- 
mances considered separately were 0.89%, 0.83%, 
and 1.21% respectively. 

Experiments 2, 3, and 4 Combined.—In all three 
experiments using runners as subjects, the groups 
ran faster under the influence of amphetamine than 
under placebo. The man improvement scores were 
2.21%, 0.89%, and 1.07% for experiments 2, 3, and 4 
respectively. This is slightly higher than the mean 
improvement found with the swimmers of experi- 
ment 1. In spite of this the statistical evaluations 
of the data obtained with the runners were in no 
case as convincing as those based on the data ob- 
tained with the swimmers. This was due in part 
to factors already mentioned which increased the 
instability of the data. 

The data are stabilized somewhat by combining 
the three experiments. (The standard error for the 
analysis combining the percentage scores of experi- 
ments 2, 3, and 4 is only 0.60%; those for experi- 
ments 2, 3, and 4, considered individually, are 1.34%, 
1.23%, and 0.62% respectively.) Since the various 
subjects ran various distances (440 yards to 12.7 


Tas_e 8.—Comparative Effects, in Experiment 5, of Amphet- 
amine Sulfate, Secobarbital, and Placebo on Maximum 
Distances Thrown by Nine 35-lb Weight-Throw- 
ers and Four 16-lb Shot-Putters.* 


Distance, Ft.t A-P SP 

No.t Be P S-P P AS 
Wr 469 496 +32 +6.82 +2.7 +5.76 +0.5 
61.9 53.1 +2.9 +5.59 +1.2 +2.31 
Wee 413 45.0 42.8 +3.7 +8.96 +1.5 +3.63 +2.2 
453 40.6 47.1 44.3 +9.49 +1.8 +3.97 +2.5 
59.8 60.5 598 +0.7 +1.17 0.0 0.00 +0.7 
49.1 49.3 48.6 +02 +0.41 0.5 —1,02 +0.7 
48.6 51.8 47.8 +3.2 +6.58 —0.8 —1.65 +4.0 
ee “Re 40.0 404 39.0 +04 +1.00 —1.0 —2.0 +14 
34.7 35.0 34.1 +03 +0.86 —0.6 —1.73 +0.9 
42.0 44.0 426 +2.0 +4.76 +0.6 +1.43 +14 
a, 475 46.5 450 —2.0 —4.21 —2.5 —5.26 +0.5 
We 61.0 59.0 6.0 —20 —3.28 —10 —1.64 —1.0 


48.0 49.0 438 +410 4208 -—8.75 +65.2 

* Dosage of 14 mg. amphetamine sulfate per 70 kg. of body weight 
and 50 mg. of secobarbital per 70 kg. of body weight was given. 

t 35-lb. weight-throwers are marked WT; 16-lb. shot-putters are 
marked SP. 

{Symbols are defined in preceding tables. 

§ Weight throwers whose data we judged to be unreliable, before 
determining which drugs were given on which days (see text). 


miles ) the combined analysis was performed on the 
percent scores (P-A/P%) only. Combining the three 
groups yields a mean improvement under ampheta- 
mine of 1.40%, The “t” value for this combined 
analysis is 2.42, which almost reaches the 0.02 
level of significance. A further combined analysis 
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was carried out excluding session 8 in experiment 
2. This produced a mean difference of 1.74% 
(“t’=2.75; p<0.02). 

Experiment 5.—The nine 35-lb. weight-throwers 
and the four 16-Ib, shot-putters contributed data 
which have been evaluated in terms of maximum 
distances thrown and mean distances thrown under 
each medication. 


TABLE 9.—Comparative Effects, in Experiment 5, of Ampheta- 
mine Sulfate, Secobarbital, and Placebo on Mean Dis- 
tances Thrown by Nine 35-lb Weight-Throwers 
and Four 16-lb Shot-Putters. 


Distance in Feett AP 
Subjeet, —,% —,% 

No.* SP Pp AS 
WE 42.91 42.98 44.98 +0.07 40.16 +42.02 44.71 —1.95 
47.99 49.71 49.11 +1.72 +358 +4112 +4233  +0.60 
WT 38........ 39.20 42.44 40.12 +3.24 +092 +429.35 +2,82 
We 44.42.41 46.44 44.90 44.03 49.50 +4249 +5.87 +1.54 
WT 5........ 55.69 57.19 56.16 +150 +269 +4047 + 84 +1.03 
We 45.87 47.23 46.47 +136 +2.96 +4060 +1.31 +0.76 
OF 45.63 49.93 45.84 +430 +4942 +4021 +4046 +4.09 
SP 2........ 38.33 39.44 36.28 +111 +4290 -—3.05 —7.96 
SP 3........ 33.28 33.538 32.80 + .25 + -048 —144 +0.73 
40.06 41.58 40.58 +147 +8.67 +0.95 
44.14 43.16 41.50 — 98 —2.22 —264 -—5.98 +1.66 
WE 59.02 55.00 57.10 —4.02 —6.81 —192 -—8.25 —2.10 
42.99 45.67 39.72 +268 +623 —3.27 —7.61 +65.95 


*35-lb weight-throwers are marked WT; 16-lb shot-putters are 
marked SP. 

+ Symbols are defined in earlier tables. 

} Weight-throwers whose data we judged to be unreliable, before 
determining which drugs were given on which days (see text). 


Each man threw approximately 15 to 25 times 
each day. Each day a subject’s maximum and mean 
throws were determined. The mean of each sub- 
ject’s maximum throws under each drug condition 
appears in table 8. Column 1 presents the mean 
of each subject’s maximum throws for his placebo 
days. Columns 2 and 3 show the means of the max- 
imum throws for the amphetamine and secobarbital 
days respectively. Column 4 shows the comparison 
of each subject’s maximum score under influence of 
amphetamine with his maximum score under place- 
bo. Column 5 expresses the amphetamine—placebo 
difference as a percentage of the placebo score. 

Table 9 presents similar information concerning 
the effects of amphetamine and secobarbital on the 
mean distances thrown. Table 10 presents the re- 
sults of statistical analyses of the data reported in 
tables 8 and 9. 

Under “Method” we mentioned that the weight- 
throwing analyses were carried out both including 
and excluding the results obtained with three sub- 
jects whose data were sparse and in our judgment 
unreliable. Table 10 gives the results of four sep- 
arate evaluations of each type of score: the first is 
based on the data of the six 35-lb. weight-throwers 
who contributed six or more sessions; the second 
is based on the data of the four 16-lb. shot-putters; 
the third combines these two groups; the fourth is 
based on the data of all 13 subjects, including the 
three subjects whose data are questionable. 

Table 10 shows that all amphetamine versus place- 
bo analyses based on the total group of 13 are sig- 
nificant beyond the 0.10 level. The analyses which 


4 
| 
| 
| 
bas 


114/554 


exclude the three subjects mentioned above yield 
even clearer demonstrations of an amphetamine ef- 
fect. (All are significant beyond the 0.01 level.) 

With regard to the maximum distance scores, the 
six weight-throwers and four shot-putters obtained 
average improvement scores of 2.50 ft. and 1.48 ft. 
respectively, under influence of amphetamine. The 
average improvement for the group of 10 was 2.09 
ft. This group effect yields a “t” of 5.84, which is 
significant beyond the 0.001 level. The correspond- 
ing improvement scores for these three groups were 
5.41%, 3.30%, and 4.56%. 

The results obtained with the evaluation of mean 
distance scores are very similar to those obtained 
when the comparisons were made on the basis of 
maximum distance scores. Under amphetamine (14 
mg. per 70 kg.) the 6 weight-throwers obtained an 
average improvement of 1.99 ft., the 4 shot-putters 
improved 1.78 ft., and the total group of 10 im- 
proved 1.91 ft. This average improvement of 
1.91 ft. yields a “t” of 4.10, which is beyond 
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yd. swimmers, and for the 16 swimmers taken as a 
group. It also presents the results of the statistical 
evaluations of these comparisons. The average am- 
phetamine improvement for the 6 100-yd. swimmers 
was 0.56 second; that for the 10 200 yd. swim- 
mers was 0.68 second; that for the 16 men consid- 
ered as a single group was 0.63 second. The total 
group “t” yields a mean difference of 0.63 second, 
of 2.14 which is significant beyond the 0.05 level. 
The mean improvement scores for the 6 100-yd. 
men, the 10 200-yd. men and the total group of 16 
were 0.95%, 0.45%, and 0.64% respectively. The “t” 
value for the 0.64% improvement shown by the 
total group was 2.49, with a corresponding two- 
tailed probability values of <0.10, beyond the 0.05 
level. 

As mentioned before, two of the swimmers 
contributed data which we judged (before the 
drugs administered were known in the given cases ) 
to be less reliable than that of the other 14 subjects. 
Eliminating these two subjects raised the mean im- 


Tas_e 10.—Statistical Evaluations, in Experiment 5, of the Comparative Effects of Amphetamine Sulfate, Secobarbital and 
Placebo on Performance of Nine 35-lb. Weight-Throwers and Four 16-lb. Shot-Putters. Comparisons Are Given Both in 
Terms of Average Magnitude of Effect and Average Per Cent of Effect for Both Maximum Scores and Mean Scores. 


A s. P p 

Comparisons Based on Maximum Throws 

Six weight-throwers +2.50 3.68 

Four shot-putters ........ +148 2.18 

Six weight-throwers 

ylus 

Four shot-putters 

All 18 subjects 
Comparisons Based on Mean Throws 

Six weight-throwers ...... +1. 

Four shot-putters ........ +-1.78 

Six weight-throwers 


Svs. P 
0.02 
0.20 
0.001 
0.05 
0.02 


0.20 


0.01 
0.10 


+1.91 +0.48 


0,28 


plus 
Four shot-putters ........ 
All 13 subjects 


Average Magnitude of Effeet* 


NS 


NS 
NS 
0.0 
NS 


NS 
NS 


Average Per Cent of Effect* 


0.02 
0.20 


3.01 0.02 


+1.38 
+1.98 


0.01 
0.05 


1.14 
0.38 


+1.02 
042 


0.05 
0.20 


3.60 
—0.91 


—1.91 


0.01 
0.05 


0.82 


2.42 0.05 


*A vs. P, S vs. P, and, A vs. S values are mean difference values based on 


the 0.01 level of significance. The corresponding 
average improvement scores are 4.53%, 4.19%, and 
4.39% for the weight-throwers, shot-putters and 
combined groups respectively. Both with respect to 
maximum scores and mean scores the six 35-Ib. 
weight-throwers obtained statistically significant 
improvement (p<0.10) under influence of seco- 
barbital. The four 16-Ib. shot-putters obtained im- 
pairment. The total group of 10 showed improve- 
ment for both maximum and mean scores but neither 
comparison reached the 0.20 level of significance. 

Experiment 6.—Table 11 shows the average swim- 
ming time of each of the 16 swimmers under influ- 
ence amphetamine and placebo. It also shows each 
subject's goal (“steak time”), the difference be- 
tween his mean time under placebo and his mean 
time under amphetemine, and the percent improve- 
ment or impairment produced by amphetamine. 
Eleven of the 16 subjects swam faster under influ- 
ence of amphetamine than placebo. Table 12 pre- 
sents average magnitude and average percentage 
effects for the 6 100-yd. swimmers, for the 10 200- 


scores presented in tables 8 and 9. 


provement from 0.63 second to 0.71 second and 
changed the “t” value from 2.14 to 2.13. The mean 
improvement was raised from 0.64% to 0.72% and 
the “t” value changed from 2.49 to 2.50. 

Table 13 presents the average magnitude and 
average percentage effects for each of the five sub- 
groups of subjects. One man in each subgroup 
swam faster under the influence of placebo than of 
amphetamine. However each of the five subgroups, 
considered as a unit, swam faster under influence of 
amphetamine. 

The sixth session was one in which the motivation 
and attitude of certain of the subjects may have 
been different from that of earlier sessions. Whether 
the whole group won steak dinners depended on 
the final performance of two of the subjects. On the 
other hand, five of the subjects had reached the 
“steak time” criterion on each of their first five per- 
formances and came to the sixth session knowing 
they had won their two steak dinners and could win 
no more. A final analysis was performed eliminating 
session 6. The results were very similar to those 


7 
ig 
| 
14 
Avs.8 “t p Ave.P “t p Sva.P Pp 
0.10 +5.41 344 +244 2.34 0.10 | 
2.75 0.10 +3.90 2.38 111 —1.98 NS 
+160 4.72 0.01 +4.56 4.14 NS 
41.59 3.55 0.01 $8.09 2.57 NS os 
+ 72 1.21 NS 44.538 3.09 0.02 4 
0.70 —0.86 +248 2.62 0.10 $4.19 2.26 NS 
1.01 4142 2.52 0.05 44.39 4.05 $0.98 NS 
| $1.29 2.10 +3.16 2.46 0.54 NS 
i, ip 
3 
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obtained including session 6. The total group of 16 
subjects swam an average of 0.67 second faster 
under influence of amphetamine than placebo 
(“t’=1.86; p<0.10). The corresponding improve- 
ment was 0.53% (“t”=1.89; p<0.10). 

Data from Phase 1.—Fourteen swimmers and six 
runners were studied in phase 1 while medicated 
with placebo or 7 mg. of amphetamine per 70 kg. 
body weight. The results obtained with each sub- 
ject are presented in table 14. That table also indi- 
cates the event performed by each subject, the num- 
ber of placebo and amphetamine medicaments 
used, the time interval between taking the medica- 
ment and beginning the performance, and whether 
the event was performed individually or competi- 
tively. Since a wide range of distances is represent- 
ed among these subjects (50 yd. to 440 yd. for the 
swimmers, and 440 yd. to two miles for the run- 


TaBLE 11.—Comparative Effects, in Experiment 6, of Am- 
phetamine Sulfate and Placebo on Performance Times of 
Sixteen Subjects Swimming under Rested Conditions 
Two Hours After Medication. 

Time in Seconds 
“Steak 


Subject No i P-A 
Free style, 100 yd. =, % 
55.68 4.58 +1.10 +1.98 
58.31 57.30 +1.01 +1.73 
56.83 57.00 0.17 0.30 


63.46 62.67 +0.79 +1.24 
66.23 65.11 +1.12 +1.60 
77.18 77.70 0.52 0.67 
130.59 130,21 +0.38 +0.20 
136.28 137.55 —1.27 0.98 
137.80 136.33 +1.07 
157.39 154.98 +2.41 +1.53 


166.89 167.79 0.90 0.54 
145.08 141,71 +3.32 +2.29 


156.13 155.54 +0.59 +0.38 
176.74 177.09 0.35 —0.20 
174.31 173.37 +-0.94 +0.54 
171.47 171.28 +0.19 +0.11 


* Subjects 3, 4, 12, 13, and 14 were the five who swam alone. The others 
swam in competition—groups of two or three men. 


ners) we carried out statistical tests only on the 
percentage improvement or impairment scores 
shown in the last column on the right. Eleven of 
the 14 swimmers swam faster under influence of 
amphetamine than placebo. The mean improvement 
for the swimmers taken as a group was 0.53%. This 
group improvement yields a “t” value of 2.04, which 
is beyond the 0.10 level of significance using a two- 
tailed test. The nine subjects who swam individ- 
ually contributed considerably more to the group 
improvement than did those five who swam in com- 
petition. 

Two of the six runners ran faster under influence 
of amphetamine than placebo. Four ran slower. 
The average impairment was 0.40% and did not 
reach the 0.20 level of significance. 
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Comment 


Problems of Control.—Detailed and perhaps tedi- 
ous descriptions have been given of the attempts 
made in the various experiments to control all fac- 
tors which might influence the comparisons of am- 


TABLE 12.—Statistical Evaluations in Experiment 6, 
the Comparative Effects of Amphetamine Sulfate 
and Placebo on Performance Times of Sixteen 
Subjects Swimming Under Rested Conditions 
Two Hours After Medication. 


on 


100-yd. swimmers (n=6) +0.95 2.08 
200-yd. swimmers (n=10) .... +0.68 1.49 
Combined groups (n=16) .... +063 2 & 2.49 


Analysis eliminating two 
subjects (n=14) +0.71 2.18 78 2.50 


*P-A=mean difference values based on the P-A seores presented in 
table 11, 
P-A 
difference values based on the % seores pre- 
P 


P 
sented in table 11. 


phetamine and placebo. Where weather variables, 
lack of interest, or cooperation on the part of sub- 
jects or other factors appeared to influence the re- 
sults, we have so indicated. The reader has been 
burdened with these details because we believe 
they are essential to evaluation of the results pre- 
sented. A perfectly “controlled” experiment on the 
behavior of human subjects is an ideal rarely if ever 
achieved. In the experiments presented above, three 
things were done to maximize control over extrane- 
ous factors. First, the cooperation of the subject 
was sought by explaining the general purpose of 
the investigation and by stressing the fact that he 
was more than just the subject. We tried to inspire 
all subjects to meet the responsibilities imposed by 
the experiment. An overwhelming majority of the 
subjects did so. 


TABLE 13.—Comparative Effects of Amphetamine Sulfate 
and Placebo on Performance Times of Five Groups of 
Subjects, Swimming Under Rested Conditions 
Two Hours After Medication. 

P-A/P, % 
free style swimmers (n-3) +1,14 
100-yd butterfly swimmers (n-3) +0.75 
200-yd free style swimmers (n-3) +O.14 
200-yd back stroke swimmers (n-3) } +1.00 
200-yd breast stroke swimmers (n-4)........ +0,21 


* P-A = mean difference values based on the P-A seores presented in 
Il, 


P-A 
t , %=mean difference values based on the 

P P 
sented in table 11 


scores pre 


Second, devices were developed to enable the 
subject to report his subjective reactions before, 
during and after each performance. This material 
will be reported subsequently. 

Third, the experiments were designed so that 
each subject would be studied several times under 
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each drug, the aim being to minimize the effects 
of inevitable chance factors which might influence 
any single performance. 

Recapitulation of Findings.—The experiments 
presented above indicated that 14 mg. of ampheta- 
mine per 70 kg. of body weight taken two to three 
hours before running, swimming, or weight throw- 
ing improved the performance of the athletes, con- 
sidered as groups. (Some individuals in each group 
showed impairment rather than improvement). In 
the first experiment, 14 of the 15 swimmers (93% ) 
were helped by amphetamine when swimming 
under rested conditions and 67% were helped when 
swimming under fatigued conditions. In experiment 
6, swimming under rested conditions at maximum 
or near maximum motivation, 69% were helped. Of 
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The 100 mg. per 70 kg. dose of secobarbital pro- 
duced a significant impairment in the performance 
of the subjects (15 swimmers in experiment 1) re- 
ceiving it. The 50 mg./70 kg. dose produced effects 
which were in general not significant. Two groups 
of runners showed slight impairment, and one group 
showed slight improvement of performance. The 
weight-throwers obtained a slight improvement. 
One subgroup of subjects in the latter study ob- 
tained an improvement in performance under 50 
mg. of secobarbital which was statistically signifi- 
cant. (The secobarbital was used primarily to pre- 
vent the subject from correctly assuming he had 
received a “pep pill” whenever he thought he per- 
ceived drug-effects. It was also included to permit 
a study of the relationship between mdod change 


Distance of Type of Hr. After 
Subject No. Performance, Yd. Performance Medication 


Runners 


440 1 
1 
6 SSO 1 


free style 2.5 
kbaeshhadhvabeedscs 440 free style 2.5 
Th free style 2.5 
free style 2.5 

(dolphin) 
75 free style 1 
onc 75 free style 1 
free style 1 
| 100 free style 1.75 
100 butterfly 1,75 
(dolphin) 
440 free style 1.75 
75 butterfly 1 


(wedge) 


Competitive 
or Individual 


bel 
y! 


#P P #: —.% 


I 3 10:08.55 3 10:28.13 —24.58 —4.07 
I 3 5:20.27 3 5: 9.23 +11.04 +3.45 
I 3 0.38 3 0.9 — 0.57 —1.13 
I 3 55.09 3 4.70 8+ 0.39 +0.71 
I 3 2:24.32 3 2:24:50 — 0.18 —0.12 
I 3 2:09.85 3 231142 — 1.57 —1.21 
Cc 4 14.13 4 5:18.75 — 4.62 —147 
Cc 3 5:01.6 3 5:02.9 — 1.30 —0,43 
Cc 4 38.63 3 38.50 + 0.13 +0.34 
Cc 3 23.1 3 22.87 + 0.28 +1.00 
Cc 3 25.47 3 25.23 4+ 0.24 +0.94 
I 3 47.80 3 47.00 + 0.80 +1.67 
I 3 41.17 3 41.15 + 0.02 +0.05 
I 3 39.70 3 39.63 + 0.07 +0.18 
I 6 39.25 6 38.57 + 0.68 +1.73 
I 3 2:12.50 3 2:10.77 + 1.73 +1.31 
I 9 61.02 5 61.56 — 0.54 —0).88 
I 7 71.59 4 71.28 — 0.31 +0.43 
I 10 5:28:52 5 5:24:34 + 4.18 +1.27 
I 3 49:70 3 49:10 + 0.60 +1.21 


the 26 runners tested under rested conditions in ex- 
periments 2, 3, and 4, 73% were helped. Eighty-five 
percent of the weight-throwers tested under rested 
conditions were helped. The improvement shown by 
all three groups of athletes was statistically signifi- 
cant. The levels are indicated above. 

In terms of the amount of improvement shown 
by the three classes of subjects, the weight-throw- 
ers were first. As a group they showed an improve- 
ment of from 3 to 4%, The 26 runners had a mean 
improvement of approximately 1.5%. The swim- 
mers showed varying degrees of improvement in the 
various test situations (from 0.59 to 1.16%). The 
amount of improvement shown has practical im- 
portance as well as statistical significance. The sub- 
jects of this study were highly trained athletes. Such 
individuals may spend months working for an im- 
provement of 1 or 2%, 


*#P and #A indicate the number of placebo and amphetamine sessions, respectively. The other symbols are defined in earlier tables. The P and A 
times are expressed in minutes and seconds, See text for report on statistical analysis of above data. 


and change in performance. Both amphetamine and 
secobarbital are thought to have euphoretic power. 
Data concerning these questions will be presented 
later. ) 

Considered as groups, the 15 swimmers of experi- 
ment 1 and the 17 runners of experiments 2 and 3 
performed poorer (under placebo) during the ex- 
perimental sessions than during meets with other 
schools. No such comparison was possible with the 
9 marathon runners because they did not run com- 
petitive distances for the experiment. Considered 
as a group, the 13 weight-throwers threw as far in 
the placebo experimental sessions as in meets. The 
16 swimmers of experiment 6, who performed under 
the special motivation described above, achieved 
experimental times which were, in general, equal to 
their meet times. 
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Generalization Concerning Intercollegiate Com- 
petition.—The findings presented above do not 
prove that athletes performing in intercollegiate 
meets would be helped by amphetamine. Practical 
considerations prevented our testing the drug under 
conditions of official school competition. However, 
experiments 5 and 6 succeeded in obtaining “all out” 
efforts from the subjects and thus provided pertinent 
information which should be stressed. Experiment 6 
was designed specifically to stimulate maximum 
effort and to approximate the psychological atmos- 
phere of a competition with another college. The 
16 subjects, considered as a group, swam as fast 
during the experimental sessions as they had during 
meets with other schools. Under these circum- 
stances amphetamine produced an improvement in 
performance which was significant beyond the 0.05 
level. 

In experiment 5 the 13 weight-throwers achieved 
experimental performances which were as good as 
those they achieved in intercollegiate meets. Here, 
also, amphetamine produced an improvement for 
the group which had both practical and statistical 
significance. The average improvement was from 
3 to 4%. 

Both the subjective data to be reported subse- 
quently and the measured performance data re- 
ported above, indicate that amphetamine sulfate, 
in the 14 mg. per 70 kg. of body weight dose, taken 
two to three hours before an intercollegiate meet 
will improve the performance of the majority of 
runners, swimmers, and weight-throwers. 


Summary and Conclusions 


Six experiments were carried out on swimmers, 
runners, and weight-throwers to determine whether 
amphetamine sulfate in the dose of 14 mg. per 70 
kg. of body weight improves the measured perform- 
ance of sich athletes. The experiments employed 
the double-blind procedure, placebos, and addition- 
al comparison medications (50 and 100 mg. per 70 
kg. of secobarbital). Eighteen swimmers were 
studied a total of 453 times, 26 runners gave 205 
performances, and 13 weight-throwers gave 123. 
The medicaments were given orally, and the per- 
formances were measured from two to three hours 
after the subjects had taken either amphetamine or 
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placebo. The experimental conditions maintained 
and the methods used to evaluate performance 
were described in detail. The results of each 
experiment were evaluated statistically. Data 
obtained in an exploratory investigation using a 
smaller dose level of amphetamine (7 mg. per 70 
kg.) were also reported. 

In all three classes of athletes, the majority of 
subjects performed better under influence of am- 
phetamine (14 mg. per 70 kg.) than placebo. The 
improvement was statistically significant for all 
three classes of athletes. Eighty-five per cent of the 
weight-throwers, 73% of the runners, and from 67 
to 93% of the swimmers performed better under 
influence of amphetamine than placebo. The 
weight-throwers obtained the greatest amount of 
improvement from amphetamine (from 3% to 4%); 
the runners obtained an improvement of approxi- 
mately 1.5%; the swimmers showed varying degrees 
of improvement in the various test situations (from 
0.59 to 1.16%). The relationship of the data ob- 
tained to the use of amphetamine in intercollegiate 
competition was discussed. 

This study has shown that the performance of 
highly trained athletes, of the classes studied, can 
be significantly improved in the majority of cases 
(about 75%) by the administration of ampheta- 
mine. 
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NCREASING IMPORTANCE OF LEUKEMIA.—A disease which has doubled 


its incidence in 9 years is worthy of attention, even if it presents only a com- 


paratively small threat to public health. 


In Western Germany the number of deaths registered as due to leukaemia, in- 
cluding aleukaemia leukaemia, doubled between 1948 and 1956. The increase was 
greater in women than in men, so that the previously marked difference in incidence 
between the sexes has been narrowed. The greatest increase has taken place in old 
people; certain other age groups show little or no increase. Part of the increase may 
be due to improvement in medical care, but it remains open to what extent this 
factor is responsible.—G. Neumann, The Mortality from Leukaemia in Western 
Germany from 1948 to 1956, German Medical Monthly, March, 1959. 
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EFFECT OF AMPHETAMINE SULFATE ON ATHLETIC PERFORMANCE 


Peter V. Karpovich, M.D., Springfield, Mass. 


actual contests were planned so that each subject 
would run from four to eight times, one-half of the 
runs with amphetamine and one-half without. How- 
ever, since it was not always possible to know ahead 
of time what subject would take part in the contest, 
the number of tests and the order of administration 
of the drug and placebo varied. 
Medication.—From the standpoint of medication, 
this study may be divided into two parts. In 1958 
all but four subjects were given a capsule of 10 mg. 
of amphetamine sulfate one hour before the test. 
These four subjects received 20 mg. 30 minutes be- 
fore the test. The drug and the placebo were ad- 
ministered from six coded bottles and given to 
subjects in rotating order. Neither I nor my assist- 
ants knew the code, which was kept in the A. M. A. 
headquarters on my request. 


Recently there has been a great deal of agitation 
regarding the use of amphetamines in athletics. 
This agitation has been based mainly on rumors or 
secondhand information regarding one or two ath- 
letes who reportedly have admitted the use of 
amphetamine (Benzedrine) sulfate. It is, however, 
not known how these athletes would have per- 
formed with and without this drug under condi- 
tions of a controlled experiment. 

While it is well known that amphetamines can 
cause euphoria and various degrees of insomnia 
which prolong wakefulness which might be used 
for activity, no reliable evidence exists that am- 
phetamines are effective in increasing either endur- 
ance or speed in athletic activities. For this reason, 
the present study was undertaken. This study was 
so designed that it would be possible to detect the 


Mean Time (in Seconds) of Performance With and Without Amphetamine® 


Treadmill (Special 


Track 
Group of 4 Men) 


Swimming 


Treadmill (11 Men) Treadmill (10 Men) 


Swimming 


100 Yd. (11 Men) Compe- 
a ——_—. — 220 Yd. 220 Yd. 440 Yd. 220 Yd. titiont 
9 (2 Ist 2nd Differ- ist 2nd Differ- Ist 2nd _sCODiffer- 


Ist 2nd Differ- (16 qi (9 
Swim Swim ence Men) Men) Men) Men) Men) Run Run ence Run Run ence Run Runs ence 


168.62 161.2 3116 25.13 99.4 391.06 281.63 109.43 241.40 232.79 8.61 232.2 169.8 62.4 
398.24 279.72 118.52 258.60 227.44 31.16 249.7 148.2 101.5 


Amphetamine ................ 62.34 62.81 0.47 


62.33 683.20 O87 169.64 1516 311.0 2%.15 100.0 

Amphetamine minus placebo . 06.01 —0.39 —040 —102 —04 06 —0.02 —06 —7.18 1.91 —9.09 —17.20 5.385 —22.55—17.5 21.6 —39.1 
Amphetamine, Ist plus 2nd ... 125.15 672.69 474.19 402.0 

Placebo, Ist plus 2nd ......... 125.53 677.96 486.04 397.9 


Amphetamine total minus 
0.38 


—5.27 —11.85 41 


significant differences between effects of amphetamine and placebo. 


effect of the drug on endurance, recuperative abil- 
ity, and speed of athletic performance under two 
conditions: “laboratory” conditions and under emo- 
tional stress during actual athletic competition. 


Methods 


Activities—The following activities were in- 
cluded: (1) running to exhaustion on an electrically 
driven treadmill at 7.2 mph and 5-degree inclina- 
tion twice in succession with a 10-minute rest in 
between the runs, (2) swimming 100 yd. as fast as 
possible twice in succession with a 10-minute rest 
in between, (3) swimming 220 and 440 yd. once on 
each testing day, (4) running 220 yd. on an outdoor 
track for time trials, and (5) running various dis- 
tances (from 100 yd. to 2 miles) during compe- 
tition. Altogether 532 tests were used for statistical 
analysis. 

All “laboratory” experiments consisted of six tests 
done on six different days, three times with the drug 
and three times with a placebo. Experiments during 


From the Department of Physiology, Springfield College. 


* Subjects in each group, except “Treadmill (10 Men),” received at least 6 tests. In this group only 4 tests were given. Analysis of variance of per- 
formance time and also of variance in time differences between first and second ‘“‘runs” in swimming and treadmill running showed no statistically 


+ Varsity meets, 100, 220, and 440 yd.; %, 1, and 2 miles. Time of running with the placebo was taken as 100%. 


In 1959, although the drug and the placebo were 
administered from coded bottles, I, but not my 
assistants, knew the code. This was done in order 
to expedite the detection of individuals who were 
affected either beneficially or deleteriously by the 
drug so that they could be subjected to additional 
tests. In 1959 all subjects received 20 mg. of amphet- 
amine or placebo 30 minutes before the test. In 
both series, the placebo was made of calcium lac- 
tate. 

Subjects.—All subjects were male college students. 
Most swimmers and all trackmen were varsity men. 
All the treadmill runners, some of whom were also 
varsity men, received preliminary training in run- 
ning on the treadmill. Twenty-five men were used 
on the treadmill, 18 in swimming, and 11 in track 
time trials during competition. Altogether, 54 
subjects were used. All subjects had a medical 
examination. Blood pressure and pulse rate were 
taken on several occasions one-half hour and 
one hour after medication. Since no particular 
variations were observed, this procedure was dis- 
continued. 
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Results 


Treadmill Runs.—Tests with 10 mg. of ampheta- 
mine given to 11 subjects one hour before the run 
showed no evidence of either a beneficial or dele- 
terious effect of the drug on the endurance and 
recuperation from fatigue. From the table it may be 
seen that the average times for the first runs were 
391.06 seconds with the drug and 398.24 seconds 
with the placebo. The duration of the second run 
was 281.63 seconds with the drug and 279.72 with 
the placebo. The average total times were 672.69 
seconds and 677.96 seconds respectively. Analysis 
of variance of times showed that the differences be- 
tween the figures in each pair were not statistically 
significant. 

Tests with 20 mg. of amphetamine given to 10 
subjects one-half hour before the run also gave no 
statistically significant difference (see table). 

Tests with Amphetamine on a Special Group: 
Four men, highly interested in the experiment and 
therefore highly motivated to do their utmost, were 
each tested seven times. Most of the subjects felt a 
sense of euphoria after taking the capsule contain- 
ing 20 mg. of amphetamine, the effect being notice- 
able about 30 minutes after taking the capsule. They 
also thought that they could run longer when they 
felt this effect, but they did not. 

It may be observed from figure 1 that the best 
times for the first runs were obtained by all sub- 
jects during the last session regardless of the chem- 
ical taken: two of the subjects had taken ampheta- 
mine and the other two a placebo. The psychologi- 


500 + 


' 2 3 4 


Fig. 1.—Effect of amphetamine (20 mg. taken one-half 
hour before test) on treadmill running time. Speed, 7.2 
mph; angle of inclination, 5 degrees. (Solid dot, ampheta- 
mine; open dot, placebo.) 


cal effect of the knowledge that it was the last test 
was obvious. Although the average results obtained 
for the entire group are the same as those obtained 
in other treadmill experiments, there was a definite- 
ly different reaction on the part of one of the sub- 
jects. Subject 3 (figure 1) exhibited a deleterious 
effect of amphetamine. His drug times were shorter 
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than the placebo times. The average drug time was 
only 284 seconds, whereas the placebo time was 
357 seconds. Unfortunately this subject was not 
available for further experimentation. Subject 2 
showed a puzzling behavior occasionally observed 
in experiments involving endurance testing and not 
related to the chemicals consumed. His first and last 
runs were the best. Since the improvement in the 
last run had psychological reason, a similar inter- 
pretation may be suggested regarding the first run. 


SEC. 


2 | 


Fig. 2.—Effect of amphetamine (20 mg. taken one-half 
hour before the test) on sp¢ed of swimming 220 yd. Part 1 
was obtained during the swimming season and part 2 after 
season. (Solid dot, amphetamine; open dot, placebo.) 


Swimming.—Tests were made with 10 mg. of 
amphetamine given to 11 subjects one hour before 
swimming 100 yd. The average time for the first 
swim was 62.34 seconds with the drug and 62.33 
with the placebo. For the second swim the times 
were 62.81 and 63.20 seconds respectively (see 
table). Analysis of variance showed that these 
differences were not statistically significant. Thus 
no beneficial or deleterious effect of amphetamine 
was observed on either the speed of swimming or 
recuperation from fatigue. 

Tests were also made with 20 mg. of amphetamine 
given 30 minutes before swimming. Nine subjects 
swam 440 yd. The average drug time was 311.6 
seconds and the placebo time 311.0. Two groups 
of subjects swam 220 yd. In one group, consisting 
of 16 men, the average drug time was 168.62 sec- 
onds and placebo time was 169.64 seconds. In the 
second group, consisting of 11 men, the times were 
151.2 and 151.6 seconds respectively. Statistical 
analysis showed that the difference between each 
pair of figures was not statistically significant. 

Inspection of the time graphs made for each sub- 
ject showed that there were three subjects whose 
speed was increased by the amphetamine. Figure 2 
shows a time graph prepared for one of these sub- 
jects. This graph consists of two parts. Part one was 
obtained when the subject was at the peak of con- 
dition. During this period, one can see a trend. The 
two fastest times were made with the drug during 
part two, after the swimming season was over, and 
the subject’s speed fluctuated eight seconds instead 
of two seconds as in part one. The effect of amphet- 
amine was observed each time he took the drug. 
The second man, a much faster man whose time 
varied from 143 seconds to 146 seconds, swam 
faster each time he took amphetamine. Without the 
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drug, his average time was 146 seconds; with the 
drug it was 143.3 seconds. One subject swam 440 
yd.‘ faster each time with amphetamine than with 
placebo. This average drug time was 301.6 seconds, 
and placebo time was 303.3 seconds. His swimming 
time for 220 yd., however, was not affected. 

Track Running with Amphetamine Taken One 
Hour Before Test.—Nine varsity men were tested 
six times, after taking 10 mg. of amphetamine, each 
in time trials for 220-yd. runs. The average running 
time after taking amphetamine was 25.13 seconds 
and after taking the placebo 25.15. Analysis of vari- 
ance showed that there was no statistically signifi- 
cant difference between the times. 

Competitive Track Runs.—Twelve men made 65 
runs in seven events: 100 yd., 220 yd., 220 yd. with 
low hurdles, 440 yd., % mile, 1 mile, and 2 miles. 
If the time of running after taking the placebo is 
given a value of 100%, the average time of running 
after taking the drug is 99.4%. The best time was 


100 yds. 440yds. 


Fig. 3.—Time graphs obtained during intercollegiate track 
meets. Running time of some subjects improved and that of 
some deteriorated regardless of the chemical taken. (Solid 
dot, amphetamine [20 mg., one hour before the run]; open 
dot, placebo.) 


made 11 times with the drug and only 9 times with 
the placebo. There were two ties. This observation, 
however, cannot be accepted as even an indication 
of a trend. 

An inspection of the individual time graphs shows 
a disturbing fact (fig. 3). Some runners showed a 
consistent improvement in speed and some a con- 
sistent deterioration in performance regardless of 
the chemical taken. 

Looking at the 100-yd. record, one may assume 
that this man improved under the influence of the 
amphetamine. The 440-yd. man improved also, even 
though before his second run he received the 
placebo. The half-miler kept on improving while 
getting placebos, and one may suppose that he 
would have improved during his last run if the 
placebo instead of amphetamine had been given 
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(as happened with the last two-miler). The first 
two-miler’s performance became steadily worse in 
spite of or because of amphetamine. 

Comparison of weather and track conditions with 
the records failed to show any relation. If by 
chance tests were made only on subjects 1, 3, or 5, 
conclusions could be drawn that amphetamine in- 
creases the speed of running. The graphs 4 and 6 
in figure 3 will make one wonder. It is quite possible 
that these steady changes in performance are not 
related to the effect of the drug at all. 


Subjective Reports 


Subjects were asked to report any unusual sensa- 
tion, comfortable or otherwise, and whether they 
slept well or not. When 10 mg. of amphetamine 
was given, the placebo was blamed or praised as 
often as the drug. When 20 mg. was given, the sub- 
jects were 75% correct in guessing when they had 
been given the “pep pills.” Some complained of 
difficulty sleeping. The latter was remedied equally 
well by a sedative or another capsule of placebo. 
The four subjects in the special treadmill group 
usually guessed correctly when amphetamine was 
administered. In this group there was a man from 
India who had never taken any drugs in his life 
and was at first reluctant to join in the experiment. 
He could always guess correctly whether it was a 
drug or a placebo that had been taken. However, 
this did not affect his running time. 


Comment 


During the experiment subjects did not know 
what drug was being investigated. Their guesses 
ranged from amphetamine to tranquilizers. The 
medication schedule was adhered to strictly except 
in one instance when a man, after taking the drug, 
ran half an hour later than scheduled. When, on 
one occasion, trackmen did exceptionally well, they 
begged for more of the “miracle pills.” Subsequent 
examination of records revealed that some of these 
“miracle pills” were placebos. 

Examination of individual records of competitive 
runs shows that for no known reason some athletes 
steadily improved and some steadily declined in 
proficiency during the last three meets. If, by 
chance, only certain men had been used in this 
study, results could have been either definitely in 
favor of or definitely against amphetamine. 

Four subjects in the special treadmill group gave 
their best performance during the last test. It was 
fortunate that two of them had received ampheta- 
mine and two the placebo. If they all had received 
the same chemical, interpretation of the results 
would have been more difficult. 

There are other stumbling blocks which may be 
encountered. On one occasion, a subject improved 
his endurance 88% (from 402 seconds to 756 sec- 
onds) after taking 10 mg. of amphetamine. How- 
ever, a few days later another man, running after 
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taking 10 mg. of placebo, improved his endurance Summary and Conclusions 
more than 132% (from 860 seconds to 2,000 sec- 
onds ). He ran on three more occasions, twice with 
the drug and once with the placebo, but his time 
never surpassed 958 seconds. This particular man 
was a good distance runner and very cooperative. 
He could not offer any acceptable explanation of 
his phenomenal run. Such unusually long running 
times immediately arouse a suspicion that these two 
men were not always running to the limit of their 
ability, a suspicion easily aroused when tests depend 
on maximum voluntary performance. However, 
there was no other tangible evidence on which to 
suspect these two subjects of shirking their pledges, 
and they were retained in the experiment. 

Observations similar to this have been made by 
me during other experiments involving endurance. 
No suitable explanation has ever been found. 

The results obtained during track contests were 
different from those obtained on the same men 
during the 220-yd. trials. Whereas during the : . 
trials no effect on performance was discovered, the subjects were definitely benefited by the ampheta- 
data obtained during athletic competitions could mine, and one man was affected deleteriously. All 
be interpreted in a manner fitting the fancy of the these men received 20 mg. of amphetamine. 
interpreter. All reports regarding the ergogenic ac- I wish to thank Messrs. Derwood Stetson, John Hichwa, 
tion of chemicals obtained from studies of single Chalasani Rao, and Coach Charles E. Silva and his staff for 
individuals or small groups should be regarded with — hyn the a work; pte gone Aes 

waved tins eeney an mery Seymour for statistical help; and Miss 
advisable toplot per- Clare E. Mr. Richard McCorkle for assistance 
ormance graphs for each subject, so that any un- 
< preparation of the manuscript. 
usual reaction can be discovered immediately and This study was aided by a grant from the American 
followed up with additional tests. Medical Association. 


In an investigation of the effect of amphetamine 
sulfate on the athletic performance of 54 male 
college students, the drug was given in doses of 10 
and 20 mg., either one hour or one-half hour before 
the test. Activities used were as follows: running 
to exhaustion on a treadmill twice in succession with 
a 10-minute rest in between, running 220-yd. track 
time trials, running distances from 100 yd. to 2 
miles under competitive conditions, swimming 
100 yd. twice in succession with a 10-minute rest in 
between, and swimming 220 and 440 yd. Altogether 
532 tests were statistically analyzed. All subjects 
but four showed neither beneficial nor deleterious 
effects of 10 or 20 mg. of amphetamine. Three of 
the four subjects definitely improved in swimming 
220 yd., while one improved in swimming 440 yd. 
One treadmill subject showed a deleterious effect of 
amphetamine. He ran longer after taking the place- 
bo than after the amphetamine. Thus, three of the 


the physician. . . . Since the use of radio-iodine therapy has become wide- 

spread, two types of decreased thyroid function are seen. The first is a 
transitory state occurring about three to six months after therapy, which we have 
called hypothyroidism. The patient complains of feeling the cold and of gain in 
weight, while the diastolic blood pressure has always been found to be elevated in 
these patients. They do not show the florid features of myxedema and respond well 
to replacement therapy with moderate doses of thyroid gland extract. The importance 
of the separation of this group is that the symptoms are temporary and, after six 
months’ therapy, the thyroid apparently recovers. It is probably due to temporary 
excess destruction of the secreting tissues, or to too prolonged use of antithyroid 
drugs after radioactive iodine therapy. Unfortunately, typical permanent myxedema 
may be seen after radio-iodine therapy . . . (most figures vary between 5% and 10%). 
The recent discovery of triiodothyronine and the acetic acid derivatives has stimu- 
lated investigation of their use in myxedema. All these substances have been found 
to be effective in relieving symptoms, but it is generally agreed that they are not 
suitable for general use. Triiodothyronine is two to five times more potent than 
thyroxine. Its action is rapid and may therefore precipitate cardiac complications in 
the elderly. There is a very definite withdrawal syndrome, seen within 24 hours of 
ceasing therapy. There is a rapid return of the symptoms and signs of myxedema, 
which may be even more severe than before treatment. This, of course, is explained 
by the rapid dissociation of triiodothyronine from the globulin in the serum to the 
intracellular department. Its main use is in myxedema coma, in which it may be life- 
saving.—W. E. King, Medical Aspects of Thyroid Disease, The Medical Journal of 
Australia, Dec. 20, 1958. 


IM tres in is the commonest form of thyroid disease seen by 
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USE OF AMPHETAMINES IN ATHLETICS 
GUEST EDITORIAL 


Allan J. Ryan, M.D., Meriden, Conn. 


N JUNE, 1957, a resolution presented to 

the House of Delegates of the American 

Medical Association condemned what was 

alleged to be a widespread use of am- 
phetamine substances by coaches, trainers, and 
athletes to improve athletic performance. As a re- 
sult, the Board of Trustees appointed a special 
committee to investigate these charges. The ad hoc 
Committee on Amphetamines and Athletics con- 
ducted a survey of opinions and practices among 
those connected with the direction and training of 
athletes. This was done with the cooperation of the 
National Collegiate Athletic Association, the Na- 
tional Association of Intercollegiate Athletic Asso- 
ciations, and the National Federation of High 
School Athletic Associations. After many contacts 
with physicians and other persons connected with 
amateur and professional sports, the Committee 
reported to the Board of Trustees that the observed 
use of these drugs is apparently very small. 

A review of the available literature relating to the 
pharmacology and uses of the amphetamines fail. — 
to reveal any well-substantiated evidence that any 
improvement in athletic performance could be 
expected as the result of their administration. Dr. 
Henry K. Beecher, a member of the Committee, 
therefore volunteered to undertake a study at Har- 
vard University in order to help answer this ques- 


Chairman, A.M.A. ad hoc Committee on Amphetamines and 
Athletics, 
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tion. In the meantime it was discovered that Dr. 
Peter V. Karpovich had already planned a similar 
investigation at Springfield College in Massachu- 
setts. The Board of Trustees agreed to provide 
financial support to the Harvard project and assist- 
ance to the Springfield investigation. Dr. Karpovich 
agreed to consult with the Committee regarding his 
plans and his findings. 

The results of these two investigations, which 
were conducted independently and according to 
quite different plans, are published in this issue of 
THE Journat. The Harvard study clearly shows 
that, when amphetamine is given in a large enough 
dose (14-21 mg. per 70 kilograms of body weight) 
and from two to three hours before the test, im- 
provement in speed performance of runners and 
swimmers, and distance achieved by weight throw- 
ers, occurs in about 75% of trained athletes. The 
Springfield study, using smaller doses with a much 
shorter time interval (one-half to one hour) showed 
improvement in performance in only three in- 
stances. 

Since the use of any drug to improve athletic 
performance has already been made grounds for 
disqualification by the International Amateur Ath- 
letic Federation, the Amateur Athletic Union, and 
the United States Olympic Association as being 
contrary to the highest ideals of sportsmanship, and 
since the use of amphetamines even in moderately 
small doses is known in many instances to result 
in habituation and harmful effects, the Committee 
has recommended that the use of amphetamines for 
this purpose be condemned. Because these drugs 
can be obtained legally only on prescription, a 
serious obligation devo’ 2s on physicians to help 
prevent such usage by prescribing them only for 
well-recognized medical indications. It is acknow]- 
edged there is an illegal traffic in the amphetamines 
in the United States and that problems of its con- 
trol still remain to be solved. 


MEDICAL LICENSURE 


In the 57th annual report on medical licensure 
prepared by the Council on Medical Education 
and Hospitals, which appears in this issue, data are 
presented concerning the medical examination and 
the licensure of physicians in the United States and 
its territories and outlying possessions for 1958. 
The report also summarizes trends in licensure 
over many years and presents current regulations 
pertaining to medical licensure. A section is in- 
cluded pertaining to boards of examiners in the 
basic sciences and the National Board of Medical 
Examiners. 
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The report calls attention to the nine workshops 
conducted over a three-year period by the Feder- 
ation of State Medical Boards of the United States. 
At these workshops major areas of concern the 
evaluation of fitness of a state board of medical 
examiners were subjected to a critical analysis. 
Relation of concern by a state board to the status 
of medical education as it exists today in respect to 
both the medical school and the advanced post- 
graduate levels of education and training activity 
was a major consideration. 

In 1958, a total of 15,240 licenses to practice 
medicine were issued by 55 boards authorized by 
law to grant licenses to practice the art and science 
of medicine. The 15,240 licenses issued last year 
represented 7,315 granted after a successful written 
examination, and 7,925 granted by reciprocity and 
endorsement of state licenses or the certificate of 
the National Board of Medical Examiners. 

Additions to the medical profession are reflected 
in a number of tables included in this study. There 
were, 7,809 physicians who secured their first li- 
cense to practice medicine and surgery during the 
calendar year 1958. In the same year, approximately 
3,700 deaths of physicians were reported to the 
offices of the American Medical Association. Thus, 
the physician population in the United States and 
its territories and possessions was increased by 
4,109. 

Failures by graduates of approved medical 
schools in the United States amounted to 4.3% and 
by graduates of approved medical schools in Can- 
ada 8.3%. The percentage of failures in three other 
groups—graduates of foreign faculties of medicine, 
unapproved medical schools, and schools of oste- 
opathy—were 40.9, 76, and 22.2 respectively. 

Provision is made by 38 boards for the issuance 
of temporary and educational permits, limited and 
temporary licenses, or other certificates of limited 
registration. The terms for the issuance of these 
certificates vary and may apply to hospital training, 
to those ineligible for licensure who seek further 
educational training, for practice in emergency 
areas, or for regular practice until the next regular 
session of the licensing board when permanent 
licensure is granted. The study further outlines the 
licensure requirements for interns and residents in 
hospitals, the states which require an internship for 
licensure, the preprofessional and professional edu- 
cational requirements of each licensing board, the 
schedule of written examination dates and reciproc- 
ity meetings, medical license fees, licensure on 
government credentials, and annual registration 
requirements. 

The Educational Council for Foreign Medical 
Graduates is referred to briefly in this report and 
attention is called to the analysis of this evaluation 
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service for foreign medical graduates by Dr. Dean 
F. Smiley, executive director, which appears else- 
where in this issue. 

The Council’s study reveals that graduates of 
foreign medical schools were examined for medical 
licensure by 43 boards in 1958. Graduates of 231 
medical schools and 4 licensing corporations were 
examined, representing medical schools in the 
Philippines, New Zealand, 13 South and Central 
American countries, 26 countries in Europe, and 15 
countries in Asia. More than 75 graduates each 
from the universities of Havana, Munich, Athens, 
Rome, Mexico, and Geneva were tested in 1958, 
and more than 20 graduates from 33 other schools 
were examined. The number who were successful 
in these tests was 1,518. Failures numbered 1,049, 
or 40.9% of those examined. Since 1944, there has 
been a noticeable increase in the number of for- 
eign-trained physicians seeking licensure in the 
United States. In 1958, the increase over the pre- 
vious year was 268, During 1958 there were 1,166 
foreign-trained physicians licensed who represent 
additions to the medical profession having secured 
their first license during the year. Of this group, 
1,129 were licensed by written examination and 37 
by endorsement of credentials. In an eight-year 
period, it was shown that 6,483 foreign-trained 
physicians were added to the physician population 
of the United States. 

That portion of the report pertaining to the re- 
sults of examinations given by the 22 boards of 
examiners in the basic sciences reveals that certifi- 
cates were issued to 6,269 candidates in 1958. Of 
these, 3,592 were granted after written examination 
and 2,677 by reciprocity, endorsement, exemption, 
or waiver. The failure percentage for those report- 
ing this information was 21.9. The basic science 
laws do not specify that a candidate reveal his 
school of practice. No attempt has been made in 
this study to differentiate between the schools and 
the healing art represented by the candidates exam- 
ined or certified. 

The last series of tabulations refers to the exami- 
nations given by the National Board of Medical 
Examiners. The certificate of the National Board is 
accepted as a suitable qualification for the practice 
of medicine by 46 licensing authorities in the states, 
the District of Columbia, and the territories of the 
United States. There were 2,011 physicians who 
were certified as diplomates last year. The largest 
number of candidates presenting the same type of 
credential for medical licensure by endorsement 
last year were 3,215 diplomates certified by the 
National Board who were licensed in 43 states, the 
District of Columbia, Hawaii, and Puerto Rico. 
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This informative study compiled annually by the 
Council is made available through the cooperation 
of the various examining and licensing boards; for 
their cooperation, the Council and THe JouRNAL 
wish to express appreciation. 


ANESTHETIC DANGERS IN HEREDITARY 
DISEASES 


The article in this issue of THE JouRNAL (page 
529) by Kritchman, Schwartz, and Papper has 
drawn attention to the dangers inherent in adminis- 
tering anesthetics to children with familial dysau- 
tonomia. Although this condition is relatively un- 
common, affected children may require surgery for 
a variety of reasons. The most outstanding clinical 
manifestations of familial dysautonomia are related 
to abnormality of function of the autonomic nerv- 
ous system. Kritchman and associates described a 
series of eight patients who received general anes- 
thesia for 27 surgical procedures. Severe hypoten- 
sion occurred as a complication of anesthesia six 
times, and cardiac arrest occurred in two patients, 
requiring open-chest cardiac massage and resusci- 
tation. Bronchopneumonia and atelectasis were fre- 
quent postoperative complications. The instances of 
circulatory collapse were associated with the use of 
thiopental sodium or tribromoethanol (Avertin). 
These investigators recommended the use of local 
anesthesia or a volatile anesthetic agent if surgery 
is required in patients with famliial dysautonomia. 

An increased anesthetic risk also exists in patients 
with the hepatic type of porphyria. In these patients 
the condition often remains undiagnosed for many 
years, and they are often dismissed as “neurotic.” 
Episodes of abdominal pain that may simulate sur- 
gical emergencies are common. Dean ' described 12 
patients in 11 family groups in whom the disease 
was discovered because of reaction to intravenous 
barbiturate anesthesia. The diagnosis of porphyria 
was unsuspected prior to operation. Acute episodes 
of porphyria with paralysis were induced by the 
anesthetic, and three of the patients died. Porphyria 
of the hepatic type is conditioned by an autosomal 
dominant gene, and we therefore expect one parent 
and half of the sibs and children of any patient with 
this type of porphyria to possess the gene and to 
present either clinical or subclinical evidence of the 


1. Dean, G.: Porphyria, Brit. M. J. 2: 1291-1294 (Dec. 12) 1953. 
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disease. Dean traced the relatives of his 12 original 
patients and located 216 relatives with evidence of 
porphyria, and a number of these had experienced 
acute exacerbations after barbiturate medication. 

It seems at least possible that an increased anes- 
thetic risk may also exist in patients with sicklemia, 
the carrier or heterozygous state of the gene for 
sickle cell anemia. Cooley and associates * described 
as a Clinical triad the association of massive splenic 
infarction, sicklemia, and high altitude flying. It is 
well known that the tendency of erythrocytes con- 
taining hemoglobin S$ to assume the characteristic 
sickle shape is enhanced by lowering of the oxygen 
tension. Presumably, partial anoxia induces changes 
in the erythrocytes which predispose to thrombosis 
and infarction. Accidental hypoxia is at least a risk 
during general anesthesia, and patients with sick- 
lemia may develop thromboses if the oxygen ten- 
sion is reduced sufficiently for a sufficiently long 
period. As approximately 7% of American Negroes 
have asymptomatic sicklemia, the proportion of 
surgical patients exposed to this risk is significant. 
Doenges and associates * have suggested that the 
much smaller group of persons who have both 
hemoglobin S$ and hemoglobin C may be more 
susceptible to the effects of hypoxia than those 
with hemoglobin S alone. 

It is also worthy of note that patients with gout 
are likely to have acute exacerbations after any 
operative procedure. Acute attacks of gout may 
also be precipitated by trauma anc ingestion of 
alcohol and certain drugs including ACTH; it has 
been suggested that stress producing a syndrome 
of increased adrenal cortical activity may be the 
mechanism common to these precipitating factors.* 
It has also been suggested that patients with gar- 
goylism react poorly to anesthetics. 

Observations such as these suggest that we should 
approach problems of anesthesia and chemotherapy 
in patients with hereditary diseases with some cau- 
tion. Mutant genes must produce their effects by 
some alteration of biochemical function. Specific 
enzyme deficiencies have been found to be asso- 
ciated with specific genotypes in a number of con- 
ditions,” but the postulated biochemical change in 
many other hereditary conditions still eludes defini- 
tion. The person with genetic differences may be 
inherently different from the majority of the popu- 
lation in his reaction to some type of environmental 
stimulation. An unusual reaction, or idiosyncrasy, 
to an anesthetic or other drug may be an expression 
of a genetically determined inherent difference in 
the patient so reacting. Such reactions will become 
predictable and preventable only when sufficient 
observations such as those mentioned above have 
accumulated and when the predisposing genetic 
diseases are regularly identified in specific patients 
and their families. 
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ON MEDICAL EDUCATION AND HOSPITALS OF THE AMERICAN MEDICAL ASSOCIATION 


The data in the following annual report on Medical Licensure Statistics have been compiled 
by the staff under the supervision of Mrs. Anne Tipner, Assistant to the § 
Council on Medical Education and Hospitals. 
Walter S. Wiggins, M.D., Secretary 
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Statistical compilations regarding medical licen- 
sure are presented annually in the State Board 
Number of THe JourNaAL. Data are included per- 
taining to (a) medical examining and _ licensing 
boards of the United States, the District of Colum- 
bia, and the territories and possessions of the 
United States, (b) the boards of examiners in the 
basic sciences, and (c) the National Board of 
Medical Examiners. The report also contains a 
résumé of the reevaluation of the medical licensing 
examination sponsored by the Federation of State 
Medical Boards of the United States and a sum- 
mary account of the activities of the Educational 
Council for Foreign Medical Graduates. 

The computations presented are based on official 
records received throughout the year from all 
medical examining and licensing agencies of all 
states, Alaska, the Canal Zone, Guam, Hawaii, 
Puerto Rico, and the Virgin Islands. Alaska is rec- 
ognized as a state in these compilations. The figures 
for Connecticut also include data reported by the 
homeopathic medical examining board of that 
state. The only other homeopathic board in opera- 
tion, in Louisiana, had no new licentiates last year. 
Data are also included pertaining to the 22 boards 
of examiners in the basic sciences and, last, the 
Notional Board of Medical Examiners. The Council 


In the inindaathls data, siliidbees is made to the total number of 
boards for which figures are reported. The figures include the examining 
and licensing boards in the territories and possessions and also the 
homeopathic board of Connecticut. 


appreciation to those who have supplied these data 
as well as other records furnished throughout the 
year to the American Medical Association. 


A NEW ERA IN LICENSURE 


At the 55th Annual Congress on Medical Educa- 
tion and Licensure, the Federation of State Medical 
Boards completed the formal sessions devoted to 
the reevaluation of the medical licensing examina- 
tions. In nine separate workshops covering a three- 
year period, the major areas of concern in the 
evaluation of fitness by a State Board of Examiners 
were subjected to a critical analysis of the relation 
of concern by a board to the state of medical edu- 
cation as it exists today both in respect to the 
medical school and the advanced postgraduate lev- 
els of educational and training activity. 

Combined with the examination institutes, the 
programs of the federation in the past three years 
have been designed to explore, both from within 
and from without, the attitudes of licensure in re- 
spect to the necessities of change, the shifting of 
population groups, and the redefining of what fit- 
ness means in terms of the greater stability of 
medical education today. State Boards are aware 
now that the earlier introduction of clinical experi- 
ence and the earlier assumption of responsibility 
for patient care mean a much more concentrated 
concern over the quality of fitness by the medical 
schools prior to the time a student graduates than 
was the case some years ago. There is now a greater 
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interest in directions and quality in both preprofes- 
sional and professional education and a much more 
definite tendency to be tolerant to experimental 
programs in education. 

There is no opposition in licensure now to the 
reallocations of time and the pruning procedures 
needed in the modern medical curriculum. There is, 
indeed, a growing interest in the federation in the 
more radical experiments in medical education and 
a more intelligent interest in what Dean Berry of 
Harvard College calls “a dynamic and tremendously 
complex environment.” 

At the end of the initial series of institutes, one 
of the most interesting results was the evidence that 
the primary challenge of reevaluation of the licens- 
ing examination is to the examiner and not to the 
examinee. It is on this evidence that the federation 
asserts that it is moving into a new era. The number 
of examiners who attended one or more of the in- 
stitutes, and the interest they developed in self- 
improvement, insures that the responsibility of 
constructing licensing examinations which involve 
patient problems will increasingly result in better 
and more practical examinations. 

In summing up the experiences of the institutes, 
the federation recognized that, with frequent 
changes occurring on Boards of Examiners, there 
will be a constant need to orient new members to 
the newer concepts of the realistic purposes of the 
licensing examination. As a result, there will be an 
annual examination institute for this purpose. With 
this objective, there will be opportunity to review, 
annually, the significant developments of the past 
year in respect to progress in experimental pro- 
grams of education and shifts of interest in the total 
area involved in the education of the physician. 

After the completion of the institutes, it was ap- 
parent that the decision of the Federation of State 
Medical Boards to consider that it was moving into 
a new era was one based upon a much more definite 
realization that licensure is a vital component of 
all the interests which are directed toward preserv- 
ing and improving the quality of medical care in 
the United States. Thus, the federation accepts the 
responsibility of being realistic and tolerant in its 
attitudes as well as the necessity to maintain a con- 
stant concern over its policies and procedures. 

The federation faces a number of significant 
problems for future consideration in the field of 
discipline, the type and construction of examina- 
tions best suited to licensure purposes, the problems 
related to various types of addiction in the licensed 
groups operating in the health field, and the edu- 
cational standards involving the increasing number 
of ancillary groups attached to the periphery of 
medical practice. 


EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES 


The Educational Council for Foreign Medical 
Graduates began operation on Oct. 1, 1957. It has 
held three examinations to date. Sponsoring agen- 
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cies are the American Hospital Association, the 
American Medical Association, the Association of 
American Medical Colleges, and the Federation 
of State Medical Boards of the United States. The 
Board of Trustees of the Educational Council in- 
cludes representatives from each of these organiza- 
tions and two members representing the public at 
large. Its stated purpose is to provide information 
to foreign medical graduates, to translate and eval- 
uate foreign educational credentials, and to test 
the foreign medical graduate’s command of Eng- 
lish and his basic knowledge of medicine. Else- 
where in this issue, Dr. Dean F. Smiley, Executive 
Director, presents an analysis of the three qualify- 
ing examinations thus far held and outlines the 
plans for future examinations. 


MEDICAL LICENSURE STATISTICS 


The tables referring to medical licensure present 
figures pertaining to the number of candidates 
examined, the number licensed, and the number 
who represent additions to the physician popula- 
tion. Data are also included pertaining to the regu- 
lations for medical licensure both of physicians 
who secured their professional training in the 
United States and Canada and of physicians edu- 
cated in other countries. The state boards are 
discussed first, followed by the basic science boards 
and the National Board of Medical Examiners. 


STATE BOARDS OF MEDICAL EXAMINERS 


Licenses Issued 


In 1958, 15,240 licenses to practice medicine 
were issued by 55 boards authorized by law to 
grant licenses to practice the art and science of 
medicine. The number licensed by each of these 
boards by examination or by endorsement of cre- 
dentials is shown in table 1. Of the 15,240 licenses 
issued, 7,315 were granted after written examina- 
tion and 7,925 by reciprocity and endorsement of 
state licenses or the certificate of the National 
Board of Medical Examiners. 

Physicians certified in a given year after written 
examination were not in all instances tested in that 
year. Approximately one-half of the boards require 
a year of internship as a prerequisite for licensure. 
The candidate for licensure in some states is per- 
mitted to write the examination before or while 
serving an internship and, if he is successful, the 
license is issued on completion of the internship 
and dated the year in which issued. Licenses are 
withheld in some states for other technicalities. In 
general, also, the licenses of physicians examined 
in December are dated and issued in the early part 
of the next year. Table 1, therefore, includes some 
data on physicians who were examined in 1957 and 
a few who were examined in previous years. Thus, 
the figures presented in this table will not corre- 
spond with succeeding tables that deal entirely 
with physicians examined for licensure within the 
year 1958. In tables 12, 13, and 14 can be noted the 
number of physicians who secured their first license 
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in 1958 and who thus represent additions to the 
medical profession in the United States and its 
territories and possessions. 

Of the 15,136 licenses to practice medicine and 
surgery issued in 1958, both by examination and by 
reciprocity and endorsement of credentials, the 


TaBLe 1.—Licenses Issued, 1958 


On Basis of 
Reciprocity 


and 
Examination Endorsement Total 
7 74 148 


Arizona 
Arkansas 
California 
Canal Zone 
Colorado 


Florida 
Georgia 
Guam 


Illinois 
Indiana 


Kentucky 
Louisiana 


Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire .... 
New Jersey 

New Mexico 
New Y 

North Carolina 
North Dakota 
Ohio 
Oklahoma .... 


Pennsylvania .... 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
‘Tennessee 


Vermont .... 


Virgin Islands ... 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Totals 31; 7,925 15,240 


greatest number (2,205) were issued in California. 
New York licensed 1,584, while more than 500 each 
were registered in Illinois, Ohio, Pennsylvania, and 
Texas. Alaska, Delaware, Idaho, Montana, Nevada, 
North Dakota, South Dakota, Vermont, and Wy- 
oming issued less than 50 each. Among the terri- 
tories and possessions, Puerto Rico licensed 107, 
Hawaii 44, the Canal Zone 6, and Guam and the 
Virgin Islands 2 each. There was an increase of 
104 in the total number of licenses issued in 1958 
as compared with the previous year. Candidates 
licensed by reciprocity and endorsement increased 
by 439 the number licensed in 1957, while those 
licensed after written examination showed a de- 
crease of 289. 
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Tables of the physicians licensed for 23 previous 
years and for 1958, by both examination and reci- 
procity or endorsement, are included in table 2. 
Beginning in 1936, there was a marked increase in 
the number of physicians licensed representing 
principally the licensure of foreign-trained physi- 
cians. The increases in 1946 and succeeding years 
were the result of the increase in the production of 
physicians by the medical schools of the United 
States and Canada, the licensure of foreign-trained 
physicians, and in the reciprocity and endorsement 
group the movement of physicians to other loca- 
tions for practice. In the 24 years from 1935 to 
1958, 282,486 medical licenses have been issued, 
153,577 after written examination and 128,909 by 
endorsement of credentials. 


Candidates Examined 


In table 3 are recorded data referring to appli- 
cants for medical licensure by 53 licensing boards. 
For each board is given the number who passed 
and failed, the medical school of graduation, the 
percentage of failures for each school, as well as 
each licensing board, and the number of states in 
which graduates of a given school were examined. 
Approved medical schools in the United States 
that are no longer in existence, foreign faculties of 
medicine, unapproved medical schools, and schools 
of osteopathy are not listed by name, but the num- 
bers examined in these three categories are in- 
cluded after those for existing medical schools in 
the United States and Canada. 

Throughout the last calendar year 8,633 candi- 
dates were examined, of whom 7,268 passed and 


TABLE 2.—Licenses Issued, 1935-1958 
Reciprocity 


anc 
Examination Endorsement Total 
5,725 2,194 7,919 
2,773 9,049 
3,205 9,834 
2,956 9,513 
2,872 9,272 
2,866 9,155 
2,762 8,819 
2,469 8,621 
2,340 8,402 
2,596 9,676 
3,622 9,202 
9,669 16,236 
7,701 14,464 
7,505 18,592 
6,929 12,181 
6,755 12,209 
6,225 11,938 
7,016 13,228 
7,369 14,434 
8,202 15,029 
7,461 14,840 
7,421 14,543 
7,486 15,090 
7,925 15,240 


128,909 282,486 


1,365 failed. The candidates represented graduates 
of 78 existing approved medical schools of the 
United States, 11 approved medical schools of 
Canada, one approved medical school in the United 
States no longer in operation, 235 faculties of medi- 
cine or licensing corporations of other countries, 5 
unapproved medical schools in the United States 
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SCHOOL PF PF PF PF PF PF PF PF PF PF PF PF P F PF PE PEPE PF PE PFPF PF PF 


ALABAMA 
Medical College of Alabama, Birmingham.,........ 


ARKANSAS 
University of Arkansas School of Med., Little Rock .. .. .... .. .. 


CALIFORNIA 


Coll. of Med. Evangelists, Loma Linda, Los Angeles .... .. .. 1 0.. ..60 3:10 ce sve 
Univ. of California School of Med., Los Angeles... .. ..............48 2. ce 
Univ. of So. California School of Med., Los Angeles .. .. .. .. ........42 2. ce oo ce 
Stanford University School of Med., San Francis bt 38 0. 2. 0000 ve se 08 
Univ. of California School of Med., Sam Francisco ...... .... ee 


COLORADO 
University of Colorado School of Medicine, Denver .. .... .. 


CONNECTICUT 


DISTRICT OF COLUMBIA 
Howard Univ. College of Medicine, Washington... .. ......... 


FLORIDA 
University of Miami School of Med., Coral Gables .. .. . 


GEORGIA 
Medical College of Georgia, Augusta. . 


ILLINOIS 
Northwestern University Medical School, Chieago.. ........ 1 0....13 0.. 8 2 10 8 0 
Stritch School of Med. of Loyola Univ., Chicago... 1010 ...... 8 @.. 20 OF 
Univ. of Chicago, The School of Medicine, Chicago .. .. ............ 60. 4010 101020 


University of Illinois College of Medicine, Chicago . 


INDIANA 
Indiana University School of Med., Indianapolis.. .. .... .. 


IOWA 
State Univ. of lowa College of Medicine, lowa City ....... 


KANSAS 
Univ. of Kan. School of Med., Lawrence, Kan, City .. .. oe 


KENTUCKY 
University of Louisville School of Med., Louisville .. .. 


LOUISIANA 
Tulane University of Louisiana School of Medicine, 


MARYLAND 
Johns Hopkins Univ. School of Med., Baltimore... 1 0............ 1 1.... 10 3010 22 20 4 1 
University of Maryland Sehool of Medicine and " 


MASSACHUSETTS 
1010 


Harvard Medical School, Boston................... 1-0 603 0 2? 2 0 

Tufts University School of Medicine, Boston....... .. .. .. 01 
MICHIGAN 


MINNESOTA 
University of Minnesota Med. School, Minneapolis ...... ...... 
MISSISSIPPI 


MISSOURI 


Washington University School of Med., Saint Louis .. 2 0 10 


NEBRASKA 
Creighton University School of Medicine, Omaha... ........ 2 0.... 3010 1 £°060........ 
University of Nebraska College of Medicine,Omaha .. .. .. 2 60 


NEW YORK 


~~ 
~ 


Columbia University College of Physicians and 


Cornell University Medical College, New York City 00 09: 00 
New York Medical College, Flower and Fifth Avenue 


P— Passed; F—Failed 


3.—Candidates Examined by 
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Hawaii, Puerto Rico 
| and Virgin Islands 


North Carolina 
North Dakota 
Oklahoma 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
: | Tennessee 
= 
| Vermont 
=| 
we ning 
a | Washington 
West Virginia 
| Wyoming 
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Marginal Number 


| Texas 
| Utah 


Examined— Passed 
E 


| Mississippi 
| New Hampshire 
New Jersey 
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Examined—Failed 
No. of Boards 


| Montana 
| Nebraska 


| Missouri 
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continued 


NEW YORK 


46 New York University Coll. of Med., New York City .. ee 2010. 10 10 
17 State University of New York, Downstate Medical 

Center, New York City... BO 05 5408.6 10 0210 2 0 10 

48 Univ. of Rochester School of Med, and Dentistry... .. .. .. ee 
49 State University of New York, Upstate Medical 

10 4110 20 


NORTH CAROLINA 


University of North Carolina School of Medicine, 

32 Bowman Gray School of Medicine of Wake Forest 


OHIO 
Univ. of Cincinnati College of Medicine, Cineinnati .. .. .. 
D4 Western Reserve Univ. School of Med., Cleveland. 


= 


OKLAHOMA 
Univ. of Oklahoma School of Med., Oklahoma City 


OREGON 
University of Oregon Medical School, Portland... .. 


PENNSYLVANIA 


Hahnemann Medical Coll. and Hosp. of Philadelphia 5 0.. 10 2 1 0 01 ‘x 

=Jefferson Med. Coll. of Philadelphia, Philadelphia ................ 10120 1020. 7 1 > 40 20 
Temple University School of Medicine, Philadelphia .... 1 0 40. 16 3 1 0 10 

il Univ, of Pennsylvania Sehool of Med., Philadelphia . 29 9 0 2 0 1 0 

62 Woman's Med, Coll. of Pennsylvania, Philadelphia ........ . 1 1 1 0 
63 Univ. of Pittsburgh School of Med., Pittsburgh... .. s 010 0 1 0 se 


PUERTO RICO 


Univ. of Puerto Rico School of Med., San Juan... 


SOUTH CAROLINA 
Medical College of South Carolina, Charleston.... .. .. 


TENNESSEE 


Vanderbilt University School of Medicine, Nashville .. .............. 1 11 1 10 10 


TEXAS 
69 Univ. of Texas Southwestern Med. School, Dallas ........ 101 0........ 
70 University of Texas Medical Branch, Galveston... .. ...... 1 0........ 


UTAH 
University of Utah School of Med., Salt Lake City .. . 


VERMONT 
University of Vermont College of Med., Burlington .. .......... 


VIRGINIA 


WASHINGTON 


University of Washington School of Med., Seattle .. .. .. 


WISCONSIN 


CANADA 
7 «Univ. of Alberta Faculty of Medicine, Edmonton.. .. ........... 


Univ. of British Columbia, Sch. of Med., Vancouver .. .. .. . 
University of Manitoba Faculty of Med., Winnipeg ................ 7.0 10 10 60 
8” Dalhousie University Faculty of Medicine, Halifax .. .. 3.0 2 0 in oe + 20 
Queen's University Faculty of Medicine, Kingston. .. .. 20 1 1 1 0 10190 
Univ, of Western Ontario Faculty of Med., London .. .. 01 10 10 
University of Montreal Faculty of Med., Montreal .. .. .. 20 10 
si Laval University Faculty of Medicine, Quebec.... .. .. ....... 30. 1 2 10 
Univ. of Saskatehewan College of Med., Saskatoon .. .............. 2 0. 


OTHERS 


“1 Foreign Medical Faculties.............. 
Extinet Approved Medical School. 


2010 38 0.... 9865 1 013658 3 215 01414 8 O.... 100278 8&8 12010.... 1 026 9114662136 310% 0 


Totals Examined ¢ 
0.0 19.8 0.0 0.0 44.2 1.6 00 00 0.0 0.0 2.9 21.3 64.0 0.0 0.0 


Percentage Failed. 


Passed; Failed 


Pp 


4 
an 
7s 
— 
9 Totals ti 5 18 89 612 75 213 21 «#575 «6254 2 679 182 104261 48 8371 86 287 200 
2 ™ Totals Examined— Passed 74 i) 17 88 530 75 153 7 21 461 254 2 379 179 104 21 104-261 37 20? 31 IR7 200 see 


Medical Licensing Boards, 1958—Continued 


23 29 31 32 
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Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
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that are no longer in operation, and 8 schools of 
osteopaths. Osteopaths who were granted the legal 
right to practice medicine, surgery, or both, by the 
medical examining boards, are included in these 
statistics. Osteopaths in other states who were 
granted the privilege of special practice by other 
than medical examining boards are excluded from 
these compilations. 

Examination and reciprocity meetings are sched- 
uled at frequent intervals by licensing boards in 
most of the states to facilitate licensure and to 
enable physicians to commence practice without 
undue delay. Later in this study a tabulation is 
included giving the schedules for all states. The 
publication of the dates for examinations and reci- 
procity or endorsement meetings is a regular bi- 
weekly feature of THe JouRNAL. 

Represented among the 8,633 examinees were 
5,692 graduates of approved medical schools in the 
United States, of whom 4.3% failed; 168 graduates 
of approved schools in Canada with 8.3% failures; 
| graduate from an approved medical school no 
longer in operation who passed; 2,567 graduates of 
faculties located in countries other than the United 
States and Canada, 40.9% of whom failed; 25 
graduates of unapproved medical schools at one 
time in existence in the United States, with 76.0% 
failures; and 180 graduates of schools of osteopathy 
with 22.2% failures. 

As in table 1, the 8,633 examinees do not repre- 
sent an equal number of persons, since a candidate 
tested in more than one state in a calendar year is 
counted in each state. If a candidate failed more 
than once in a given state within the year, how- 
ever, he is counted in that state as an individual or 
a single failure. Figures that show the number of 
individual licentiates added to the medical profes- 
sion in 1958 are given in tables 11, 12, and 13. 

The University of Tennessee, a state university, 
had the greatest number of graduates for any one 
school examined for medical licensure in 1958. 
There were 191 graduates examined, of whom 104 
were tested in Tennessee and 87 in nine other 
states. The greatest number examined from a pri- 
vate school was 167 representing Jefferson Medical 
College; they were tested in 12 states, with 130 
being tested in Tennessee. Eleven public and eight 
private medical schools each had more than 100 of 
their graduates examined for medical licensure in 
1958, as follows: 

Which Exam- 
No. of  inations Were 


Public Medical Schools Examinees Taken 
Medical College of Georgia .......... 109 2 
University of Illinois ..............00.00 142 14 
Indiana University. 164 8 
State University of Iowa ............... 109 8 
Louisiana State University ............ 100 3 
University of Michigan ..............0 181 5 
University of Minnesota .............0.. 120 8 
Ohio State University ............06 157 6 
University of Tennessee ............0. 191 10 
University of Texas ...........ccceserseee 148 2 
Medical College of Virginia .......... 115 10 
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No. of States in 


Which Exam- 
No.of inations Were 
Private Medical Schools Examinees Taken 

Northwestern University ................ 104 20 
University of Louisville ................. 106 2 
St. Louis University ...............0.00 129 8 
Washington University .................. 106 7 
Hahnemann, Philadelphia .............. 108 14 
Jefferson Medical College .............. 167 12 
Temple University ..............:0ss0000 130 18 


The Albany Medical College, with five exam- 
inees, had the fewest applicants for medical licen- 
sure by written examination before state boards. 
Five other medical schools were represented with 
fewer than 10 graduates—Yale, Chicago Medical, 
Boston, Tufts, and Syracuse. The majority of the 
graduates of these schools are licensed by endorse- 
ment of the certificate of the National Board of 
Medical Examiners. 

There were 168 graduates of 11 of the approved 
medical schools in Canada tested for medical licen- 
sure in 1958 in 27 states and Hawaii. The figures 
are given for each licensing board by school in 
table 3 and the numbers examined in each state in 
table 4. Of the 168 candidates examined, 154 
passed and 14, or 8.3%, failed. The University of 
British Columbia, an approved medical school, had 
no graduates appearing before state boards. The 
University of Saskatchewan graduated its first class 
of students in 1957, but none appeared for licen- 
sure in the United States in that year. In 1958, how- 
ever, there were two examined and both passed. 

One graduate of Rush Medical College, an ap- 
proved school no longer in operation, was exam- 
ined in Georgia, and passed. All other graduates of 
approved medical schools represented in table 3 
were from existing institutions. Graduates of five 
unapproved medical schools were examined in five 
states. The schools represented in this group are no 
longer in operation in the United States. There were 
25 examinees in this category, of whom 6 passed and 
19, 76%, failed. Of 180 graduates of eight osteo- 
pathic schools examined in 11 states, 140 passed 
and 40, 22.2%, failed. Graduates of 235 foreign 
faculties of medicine were examined by 42 states. 
There were 2,567 such graduates, with 1,518 suc- 
cessful examinations, and 1,049, or 40.9%, failures. 

Totals for the six categories are given in table 5. 
It will be noted that 4.3% of the graduates of exist- 
ing approved medical schools in the United States 
and 8.3% of the graduates of approved Canadian 
schools failed. The greatest number of failures fell 
within three groups: foreign faculties of medicine, 
unapproved medical schools, and schools of osteo- 
pathy. Those in these three groups registered by med- 
ical boards are separately discussed in later tables. 


Consolidated Results of Examinations 


The combined results of two groups of examina- 
tions, the state medical board examinations and 
part 3 of the examinations of the National Board of 
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Medical Examiners, are given in table 6. This table 
represents a comprehensive analysis of the per- 
formance of physicians from individual schools. It 
will be noted that in some instances schools having 
failures before state licensing boards had few, if 
any, failures before the National Board. 

In 1958 there were 5,692 graduates of approved 
medical schools in the United States examined by 
state boards and of whom 4.3% (243) failed. In the 
same calendar year 1,951 graduates of these schools 
were tested in the final examination of the National 
Board and 12 failed. In both groups, a total of 
7,643 were examined, of whom 7,388 passed and 
255, or 3.3%, failed. 

Of the graduates of Canadian medical schools, 
8.3% failed state board examinations while there 
were no failures among the 63 graduates who were 
tested by the National Board. Only 9 graduates of 
foreign medical schools were examined by the 


TABLE 4.—Graduates of Medical Schools in Canada Examined 
for Licensure in the United States, 1958 


Examined Passed Failed 
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Totals 


National Board, and 2,567 were examined by state 
boards. One graduate of an approved medical 
school no longer in existence was examined by a 
state board, and the National Board also had one 
such graduate who was certified. There were none 
examined by the National Board in the approved 
medical school or osteopathic categories. There is 
no comparison to be made in the three groups last 
mentioned. 

The total of all candidates examined by state 
boards was 8,633, of whom 7,268 passed and 1,365, 
15.8%, failed. For both groups, state boards and the 
National Board, there were a total of 10,656 exam- 
ined, with 9,279 successful candidates, and 1,377 
failures, or 12.9%. Including the National Board 
figures reduces the over-all percentage of failures 
by about 3%. 
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Failures in Medical Licensure Examinations 


Licensure failures in 1958 before state medical 
licensing boards are further analyzed in table 7. In 
this tabulation is given the number examined in 
each state, the number who passed and failed, and 
the percentage of failures. 

The following 12 approved schools in the United 
States had no failures among their graduates in 
medical licensing examinations last year: 


No. of States in 

Number of which Exam- 

Graduates inations Were 

Examined Taken 
Stanford University 
Chicago Medical School 
University of Chicago 
Boston University 
Wayne State University 
University of Mississippi 
University of Missouri 
University of Nebraska .... 
Albany Medical College ... 
University of Oregon 
University of Pittsburgh 
University of Utah 


It will be noted, referring to table 3, that those 
states with high percentages of failures examine a 
considerable number of foreign-trained physicians. 
The one exception is Florida. This state has no pro- 
visions for medical licensure by reciprocal or en- 
dorsement registration, and physicians planning 
semiretirement in a more ideal climate seek licen- 
sure in this state. Many of these physicians gradu- 
ated from medical schools in the early years of the 
century and experience difficulty in writing exami- 
nations. 

In general, state licensing boards require the 
applicant to receive an over-all average of 75%, and 
at least 60% in any one subject in the written exam- 
ination in order to qualify for registration. In case 


TABLE 5.—Source of Candidates Examined for Licensure in 
the United States, 1958 


No. of No. No. No. % 
Medical Schools Schools Examined Passed Failed Failed 


Approved schools ‘n 

United States ............. 78 5,692 5,449 243 43 
Approved in Canada 168 1M 4 8.3 
Extinet 1 0 
Foreign 235 2,67 1,518 1,049 
Unapproved schools ........ i 25 6 19 
Schools of osteopathy 140 40 


Totals 7,268 1,365 


of failure in not more than two subjects, in some 
states the applicant is permitted a second examina- 
tion within 12 months. A few states consider such 
persons as conditioned in the subjects in which 
they fail. Conditioned candidates are not counted 
as failures in these statistics. When their grades are 
raised after a successful examination, they are 
recorded among those who passed. 

Of the 15,240 persons obtaining licenses in 1958, 
258 failed state board tests before obtaining a 
license. Of these, 124 had one failure, 59 had two 
failures, 32 had three failures, and 43 had four or 
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Tae 6.—Combined Results of Examinations of State Boards and the National Board of Medical Examiners, 1958 


School 


Medical College of Alabama 
University of Arkansas......... 


College of Medical Evangelists............... 
University of California, Los Angeles....... *e 
University of Southern California...... 

Btanford Un! 


University of California, San Francisco.. 
University of Colorado 
Yale University........... 
Georgetown University 
George Washington University 
Howard University 
University of Miami......... 
Emory University............ 
Medical College of Georgta..... 
Chicago Medical Sechool...... 
Northwestern University....... 
Stritch School of Medicine... 
of ¢ ‘hicago 


University of Kansas.......... 
University of Louisville........ 
Louisiana State University.... 
Tulane University..... ... ... 
Johns Hopkins University 
University of Maryland................. 
Harvard Medical School.... .. 
Tufts College Medical School 
University of Michigan 
University of Minnesota 
University of Mississippi 
University Of 
St. Louis University...... 
Washington University 
Creighton 
University of Nebraska............ 
Albany Medical College. 
University of Buffalo... 
Columbia University.... 
Cornell University............: 

State University of New York, New York. 
State University of New York, Syracuse.............. 
University of North 
University 
Bowman-Gray School of Medicine... 
University Of 
Western Reserve 
Hahnemann. Medical College.......... 
Jefferson Medical College..... ......... 
Temple University, 
University of Pennsy! ania........ 
Woman's Medical Colleze........ 
University of Pittsburgh.. .......... 

University of Puertu Rico .... . ..... 

Medical College of South ¢ ‘arolina 
Meharry Medical College 
Vanderbilt University... 
Southwestern Medical School............ 
University of Virginia........... 

Medical College of Virginia 
University of Washington................ 


University of British Columbia.................... 
Dalhousie Univereity 

University of Western Ontario........... 
University of Toronto... 
MoGill 
University of 
University of Saskatchewan...... 00 


Subtotals: Canadian Sch~ols.......... oes 
Foreign Medical Facuities ° was 
Extinct approved Medical School... 
Unapproved Medical Sebools.... 
Osteopathic Schools..... 


Subtotals Others..... 


Results by Medical 


Examining of Medical 
Board Tests Examiners 
A 


Part 3 
Examination of 
National Board 


1,049 
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Ind University cess 158 6 0 164 158 6 
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104 4 9 117 118 
166 1 11 178 177 
1% 4 8 138 134 
1 33 120 119 
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65 1 0 ES 66 65 
185 6 1 192 186 
60 2 3 65 63 
90 2 0 92 90 
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59 0 1 1 61 60 
8 2 30 40 38 2.0 
69 6 0 75 69 8.0 
104 4 119 108 9.2 
59 11 6 76 65 14.5 
76 1 2 79 78 1.3 
4 6 100 % 4.0 
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more failures. Twenty-seven physicians failed from 
5 to 10 tests before securing licenses. One physician 
failed 12 tests and another failed 19 tests before 
achieving success; both of these were foreign- 
trained individuals. Of all physicians licensed after 
one or more failures, 258 were foreign-trained and 
17 were graduates of medical schools in the United 
States. 


Registration by Reciprocity and Endorsement 


A summary of the reciprocity and endorsement 
policies pertaining to medical licensure is included 
in table 8. One state, Florida, requires all appli- 
cants for medical licensure to pass a written exami- 
nation. Hawaii and the Virgin Islands do not have 
reciprocal relations with any state, but Hawaii will 
endorse physicians certified by the National Board 
of Medical Examiners. Twenty-two boards require 
applicants for licensure to obtain a certificate from 
the board of examiners in the basic sciences of the 
state. In the section of this report pertaining to 
basic science boards is included a table outlining 
the reciprocity, endorsement, exemption, or waiver 
policies of the basic science boards. 

Twenty-nine states, Alaska, and Puerto Rico have 
reciprocal agreements with specific states. In 19 
states, the Canal Zone, and Guam, reciprocity is 
extended at the discretion of the licensing board. 
Twenty states, which have reciprocal agreements, 
also have similar discretionary powers to endorse 
applicants from nonreciprocating states who pre- 
sent credentials that correspond with those re- 
quired by their respective states in the year issued. 
Also in this table is a column indicating the recog- 
nition accorded the certificate of the National 
Board of Medical Examiners. 

Additional requirements, including professional 
practice, citizenship, oral examination, internship, 
and the fee for a license by reciprocity or endorse- 
ment are also recorded. In some states, physicians 
of Canadian birth are exempted from the citizen- 
ship requirement. This is indicated by footnote and 
is also represented in a later table pertaining to the 
acceptance of Canadian credentials. Few states will 
accept graduates of foreign faculties of medicine 
on a reciprocal basis. Again, details of the require- 
ments of each state for foreign-trained physicians 
will be found later in this report. Other require- 
ments or exemptions are indicated by footnotes; 
footnote numbers are referred to in the column 
headed “Miscellaneous.” 

This chart is intended to present an over-all pic- 
ture of the reciprocity and endorsement policies of 
the licensing boards. It is helpful to physicians who 
are considering a change in location. The facts 
recorded, however, are intended to present merely 
statements of licensure policies. The information 
here given should be supplemented by direct com- 
munication with the licensing boards. A list of the 
executive officers in charge of medical licensure 
appears elsewhere in this report. 
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The procedure in issuing licenses by reciprocity 
or endorsement varies. Some states consider appli- 
cations for licensure at any time, while others hold 
monthly, quarterly, or semiannual meetings. The 
policy in effect in each state is presented in a later 
table. In addition, THe JourNAL publishes biweekly 
the exact dates when applications are considered. 

In table 9 are presented data pertaining to the 
credentials accepted as the basis for licenses 
granted without written examination in 1958. There 
were 7,925 so registered on the basis of licenses 


TABLE 7.—Failures in Medical Licensure Examinations, 1958 


P No. No No Xe 
State in Which Examined Examined Passed Failed Failures 


Alabama ..... 74 74 0 0.0 
Alaska .. 5 5 0 00 
Arizona .... 18 17 1 5.6 
Arkansas .... &Y 88 1 11 
California 612 530 82 13.4 
Colorado 75 75 0 0.0 
Connecticut .. 213 153 60 8.2 
9 7 4 22.2 
District of Columbia............ 1 21 0 0.0 
Florida 75 461 19.8 
Georgia .... 24 254 0 0.0 
Hawaii ... 3 29 7 19.4 
Idaho .... 2 2 0 00 
Illinois ... 679 379 300 4.2 
Indiana .. 182 179 3 16 
104 104 0 0.0 
Kansas 21 21 0 0.0 
104 104 0 0.0 
261 0 00 
48 37 ll 22.9 
371 292 79 1.3 
200 200 0 0.0 
124 124 0 0.0 
280 276 4 14 
4 4 0 0.0 
111 111 0 0.0 
3 3 0 0.0 
8 8 0 00 
178 14 24 13.5 
3 3 0 0.0 
17 15 4 11.8 
575 404 115 19.0 
72 72 0 0.0 
steven 31 80 1 8.2 
518 517 1 0.2 
BOUth 59 59 0 0.0 
Tennessee ....... 146 146 0 0.0 
00 18 18 0 0.0 
Vermont 7 7 0 0.0 
83 60 23 27.7 
20 20 0 0.0 
Wisconsin ...... 1538 2 1.3 

8,633 7,268 1,365 15.8 


issued by other states, the certificate of the Na- 
tional Board of Medical Examiners, by special 
exemption, and by acceptance of service with an 
agency of the government of the United States. 
California issued the greatest number of licenses 
by this method. In this state, 1,656 were registered. 
New York licensed 1,154. Eight other states li- 
censed more than 200—Connecticut 221, Massachu- 
setts 379, New Jersey 340, Ohio 345, Pennsylvania 
241, Texas 237, and Washington 200. 
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TABLE 8.—Reciprocity and Endorsement 


Reciprocates with, or Endorses Certificates Granted by 


be 
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This summary should 


be supplemented by direct communication with the secretary of 


schools 


Some states have additional requirements for graduates of 
outside the United States and Canada, x . 
+ indicates reciprocal or endorsement relationships have been es- 


tablished; indicates no reciprocal or endorsement relationships have 
heen established, (See column—“At the discretion of the board.’’) 
D. Declaration of Intention of citizenship. © in citizenship col- 

umn indicates full citizenship required; In other columns it implies a 
requirement 

2. In most cases there is a small additional recording or registra- 
tion tee 

3. Year of practice after internship required. 

1. Internship accepted in lieu of one year’s practice, 

>». T'wo years’ protessional practice required. 

6. All applicants must be graduates of a medical school approved 
hy the American Medical Association. 

7. Just preceding application 

8. Not required if applicant has been in practice more than 5 years. 

%. Basie science certificate required either by reciprocity or exam- 
ination in addition to basie science subjects of National Board. 
10. Canadian citizens are required to file first papers. 


The largest number of candidates presenting the 
same type of credential were 3,215 diplomates cer- 
tified by the National Board of Medical Examiners. 
There were 345 licenses issued in Pennsylvania, 
296 in Illinois, 295 in Missouri, 268 in Michigan, 
251 in Ohio, and 219 in New York that were pre- 
sented to other states for reciprocal registration. 
California, which issued the greatest number of 


11. Not applicable to citizens of Canada. 

12, Oral examination required when application is based on a license 
dated five or more years prior to filing application. 

13. For reciprocity applicants. 

14. Oral examination required. 

15. Endorsement of National Board of Medical Examiners, $35. 

16. Active practice for a period of not less than three years imme- 
diately preceding date of application. 

17. Practical clinical examination required. 

is. In lieu of its own examination, certificate of National Board 
may be aecepted in whole or in part. 

19. Minimum fee. 

20. Licentiates of California, Colorado, Indiana, Iowa, Kansas, 
Massachusetts, New York, and Rhode Island accepted on reciprocal 
basis at diseretion of board. 

21. Not required if country in which applicant is licensed will admit 
to practice citizens ot the United States licensed to practice in some 
state or on proof of requirements similar to those required by Cali- 
fornia for graduates of foreign medical schools. 

22. At discretion of Health Director. 


licenses by reciprocity or endorsement (1,656) cer- 
tified only 173 of its licentiates to other states. Fig- 
ures in other states were fewer than 200. Forty-one 
medical officers of one of the federal services re- 
ceived licenses by endorsement of military creden- 
tials in six states. Eleven were licensed by six 
boards on the basis of a license issued in the Canal 
Zone, Hawaii, or Puerto Rico. None were regis- 
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Policies of Medical Licensing Boards 


Reciprocates with, or Endorses Certificates Granted by Requirements 
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the licensing board of the state in which the physician is interested. See page 604 


23. Oral examination required if applicant's state requires it. 


35. Applicants issued certificates prior to October, 19538, acceptable 


24. If the applicant passes the examination in the state from which 36. Fee same as applicant's state charges but not less than $75 
he transfers after the completion of his internship, no practice is 37. For matriculants after Oct. 15, 1987. 
required. A 38. Graduates of foreign schools not accepted. 
%. May require oral examination. ; 39. Reciprocity extended at diseretion of board to candidates whose 
26, Internship accepted at the discretion of the board as the equiva- qualifications would entitle them to admission to examination and who 
lant of two egg practice. took examinat on equivalent to that required by this board. 
ac Fee, $25. 40. Permanent license withheld until completion of citizenship. 
28. Fee same as applicant 8 state charges but not less than $50. 41. At the discretion of the board. 
iaitue ae teen of foreign medical schools are accepted at the discre- a2. Rentnates of foreign medical sehools are not accepted for licen 
miicaeee. Board not required to have been in 43. Reciprocity extended at discretion of board to states having 
31. Same as required of candidates of state applying for licensure comparable licensing requirements and which accept Colorado appli- 
32. Not required for licensure by reciprocity. cants on a substantially equal reciprocal basis. 
33. Reciprocity applicants only. | 44. Consecutive years immediately preceding application. 
45. Graduates of medical schools in Canada and foreign medical 


34. Supplemental examination required in certain cases when accapt- 
ing the examination of a state with whom reciprocal relations have not 
been established. 


graduates are not accepted for licensure by reciprocity. 
46. Must be residents of the Canal Zone or Republic of Panama 


tered presenting a license from Alaska. There were had graduates licensed without written examina- 
59 registered by eight boards on the basis of tion in 1958. All of the approved Canadian schools 


Canadian or foreign credentials, and 8 were li- were so registered with one exception—the Univer- 
censed by two boards by special exemption. sity of Saskatchewan. The 7,925 licentiates included 

In table 10 are reported the numbers from indi- 7,330 graduates of approved schools in the United 
vidual schools represented by the 7,925 reciprocity States and 173 from Canadian medical schools. 
licentiates. Every approved medical school in the Licenses without written examination were ob- 


United States and the University of Puerto Rico tained by 250 foreign-trained physicians; 18 gradu- 
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ates of approved medical schools no longer in oper- 
ation were registered, 26 graduates of unapproved 
medical schools, and 138 graduates of schools of 
osteopathy. This table reflects the movement of 
physicians to states other than the one in which 
they obtained their professional training or in 
which they first established their practice. 

Licentiates Representing Additions to the 

Medical Profession 

The number of licentiates of 1958 who received 
their first license to practice medicine and surgery 
during the last calendar year and thus represent 
additions to the medical profession is shown in 
table 11. The compilation of this table includes 
candidates examined and licensed in 1958, some 
who were examined in previous years but whose 
licenses were withheld until 1958 pending comple- 
tion of a required internship, citizenship, or other 
technicalities, and physicians not previously li- 
censed in any state who were certified during the 
year on the basis of the examination of the National 
Board of Medical Examiners. The majority repre- 
sented are recent graduates. 

There were 7,809 additions to the medical pro- 
fession in the United States and its territories and 
outlying possessions. In 1958, there were approxi- 
mately 3,700 deaths of physicians reported to the 
offices of the American Medical Association. De- 
ducting the number of deaths in 1958 from the 
number of licenses issued for the first time, it will 
be seen that there was a net increase of 4,109 in 
the physician population last year. 

Among the 7,809 licentiates representing addi- 
tions to the medical profession in the last calendar 
year were 6,155 who secured their licenses by 
examination and 1,654 by endorsement of creden- 
tials. The majority of the latter were diplomats of 
the National Board of Medical Examiners. 

The number of first licentiates, arranged in nine 
geographical divisions, are compiled in table 12. 
The geographical divisions representing the great- 
est number of additions to the medical profession 
were the Middle Atlantic States with 1,708, the 
East North Central States with 1,447, and the 
South Atlantic States with 1,184. More than 400 
were added in each of five other groups—Pacific 
790, West North Central 784, West South Central 
748, New England 470, and East South Central 
446. The Mountain States added 129 and the terri- 
tories and possessions 103. 

In the 24 years from 1935 to 1958, inclusive, there 
were 157,891 new additions to the medical profes- 
sion as determined by the number who received 
their first license. Figures for each year during this 
period are presented in table 13. Of the 157,891 in 
this group, 131,252 were licensed after written 
examination and 26,639 by endorsement of creden- 
tials. The total number of licenses issued in the 
same period (table 2) was 282,486. 
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Registration of Physicians, 1904-1958 


A tabulation of total numbers of physicians reg- 
istered for 55 years from 1904 to 1958, inclusive, is 
given in table 14. This study contains figures per- 
taining to the number of physicians examined and 
registered by written examination, the annual per- 
centage of failures, the number registered annually 
by reciprocity or endorsement of credentials, and 
the total registered. The number of physicians reg- 
istered annually from 1904 to 1933 shows slight 
fluctuation, except in 1918, when only 4,231 were 
licensed. 

In the years since 1946, the numbers registered 
decreased annually until 1952, although they far 
exceeded the prewar totals. The last six years has 
shown an increase in the number of physicians 
registered, though the number registered in 1958 
was slightly lower than in the previous year. 

The highest percentage of failures was 21.7 in 
1908. Many of the medical schools at that time 
were proprietary institutions operating for financial 
returns rather than the improvement of the medical 
curriculum. Beginning in 1915, the percentage of 
failures began to drop, reaching a low of 5.7% in 
1930. Beginning in 1936, the percentage of failures 
began to rise, reaching another peak of 20.7 in 
1940. This was the result of the increase in the 
number of foreign-trained physicians seeking licen- 
sure in the United States, many of whom were not 
successful after repeated attempts at licensure 
examinations. While the percentage of failures have 
been reduced somewhat in recent years, it still 
reflects the unsuccessful attempts of foreign-trained 
physicians, graduates of unapproved medical 
schools, and schools of osteopathy to secure li- 
censes. The annual failure rate among graduates of 
approved medical schools is about 4%. This table 
refers to examinations given annually rather than to 
individuals examined. A candidate who fails more 
than once in a state in a given year is counted as 
one failure, but should he again fail in a succeeding 
year, this fact is computed among the failures for 
that year. Likewise, a successful candidate securing 
a license in more than one state in a given year is 
counted in both states and likewise is counted if he 
passed examinations in later years. The figures in 
this table give only a fair approximation of the 
number of physicians added to the profession. 


Graduates of Approved Schools and Others 
Registered, 1922-1958 

In table 15, the numbers of physicians registered 
since 1922 are grouped in two categories, namely, 
graduates of approved medical schools and others. 
In the computation of these figures, schools rated 
in classes A and B prior to 1928 by the Council on 
Medical Education and Hospitals of the American 
Medical Association are included in the first group- 
ing. In 1928, the classification of medical schools in 
categories of A, B, and C by the Council was dis- 
continued, and a list of approved medical schools 
has since been maintained. In the column headed 
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Marginal Numbers 


= 


10 


School 


ALABAMA 
Medical College of Alabama, Birmingham..... pesceneenecene’ 
ARKANSAS 
University of Arkansas School of Medicine, Little Rock...... 
CALIFORNIA 
College of Medical Evangelists, Loma Linda, Los Angeles.... 
University of California School of Medicine, Los Angeles..... 
University of Southern California School of Medicine, 
Stanford University School of Medicine, San Franecisco....... 


University of California School of Medicine, San Francisco.... 
COLORADO 
University of Colorado School of Medicine, Denver........... 
CONNECTICUT 
Yale University School of Medicine, New Haven............... 
DISTRICT OF COLUMBIA 
Georgetown University School of Medicine, Washington....... 
George Washington University School of Medicine, 
Howard University College of Medicine, Washington.......... 
FLORIDA 
University of Miami School of Medicine, Coral Gables........ 
GEORGIA 
Emory University School of Medicine, Emory University...... 
Medical College of Georgia, Augusta...............60-ceeceeee 
ILLINOIS 
Northwestern University Medical School, Chieago............. 
Stritch School of Medicine of Loyola University, Chicago..... 
University of Chicago, The School of Medicine................ 
University of Illinois College of Medicine, Chicago 
INDIANA 
Indiana University School of Medicine, Indianapolis.......... 
IOWA 
State University of lowa College of Medicine, lowa City...... 
KANSAS 
University of Kansas School of Medicine, Lawrence, 
KENTUCKY 
University of Louisville School of Medicine............ peenence 
LOUISIANA 
Louisiana State University School of Medicine, New Orleans... 
Tulane University of Louisiana School of Medicine, 
MARYLAND 
Johns Hopkins University School of Medicine, Baltimore..... 
University of Maryland School of Medicine and College of 
Physicians and Surgeons, 
MASSACHUSETTS 
Boston University School of Medicine..............cceseeeeeees 
Harvard Medical School, Boston hows es 
Tufts University School of Medicine, Boston.................. 
MICHIGAN 
University of Michigan Medical School, Ann Arbor............ 
Wayne State University College of Medicine, Detroit.......... 
MINNESOTA 
University of Minnesota Medical School, Minneapolis......... 
MISSISSIPPI 
University of Mississippi School of Medicine, Jackson......... 


MISSOURI 
University of Missouri School of Medicine, Columbia......... 
Saint Louis University School of Medicine ne 
Washington University School of Medicine.................... 
NEBRASKA 
Creighton University School of Medicine, Omaha.............. 
University of Nebraska College of Medicine, Omaha........... 
NEW YORK 
Albany Medical College of Union University.................. 
University of Buffalo School of Medicine...................++- 
Columbia University College of Physicians and Surgeons, 


Marginal Numbers .............. 


Marginal 


Alabama 


Alaska 


Arizona 


Arkansas 


California 


Colorado 


Connecticut 


Delaware 


TABLE 10.—Candidates Licensed by 
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Distriet of Columbia 


Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
Florida 
Georgia 
Idaho 
Illinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 


Alaska 


School 


NEW YORK 


Marginal Numbers 


44 Cornell University Medical College, New York...........+ 26 2 13 1 
45 New York Medical College, Flower and Fifth Avenue : 

46 New York University College of Medicine, New York........... 43 2 2 1 2 
47 State University of New York, Downstate Medical Center, 

i8 University of Rochester School of Medicine and Dentistry..... ee a Ge 13 1 4 1 3 1 BS. vt 
State University of New York, Upstate Medical Center, ; 


NORTH CAROLINA 


51 Duke University School of Medicine, Durham.................. 1 2 2 1 4 1 
52 Bowman Gray School of Medicine of Wake Forest College, 

hed 1 8 1 4 1 


OHIO 


53 «University of Cincinnati College of Medicine.................. 25 3 1 1 6 8 4 1 
Western Reserve University School of Medicine, Cleveland.... .. 3 ‘ 92 2 4 2 1 1 per 
Ohio State University College of Medicine, Columbus......... er 1 21 2 aK 2 1 1 Sie Cans Ces 2 


OKLAHOMA 
University of Oklahoma School of Medicine, Oklahoma City.. 


OREGON 
University of Oregon Medical School, Portland............... 


PENNSYLVANIA 


58 Hahnemann Medical College and Hospital of Philadelphia.... ..  ..  .. 7 1 2 1 1 4 3 1 
60 Temple University School of Medicine, Philadelphia.......... BAD yee 2 21 1 2 1 1 1 1 1 1 Ap 
61 University of Pennsylvania School of Medicine, Philadelphia... 1 2 32 ) 5 1 3 4 4 3 3 
62 Woman's Medical College of Pennsylvania, Philadelphia..... 1 1 1 
University of Pittsburgh School of Medicine................... 1 13 1 1 1 1 1 2 1 


PUERTO RICO 
University of Puerto Rico School of Medicine, San Juan...... 
SOUTH CAROLINA 
Medical College of South Carolina, Charleston................ 


TENNESSEE 


University of Tennessee College of Medicine, Memphis......... 16 1 8 9 1 1 6 
Vanderbilt University School of Medicine, Nashville........... 2 4 


TEXAS 


69 University of Texas Southwestern Medical School, Dallas..... 12 1 2 1 2. 
70 University of Texas Medical Branch, Galveston............... 15 4 1 1 1 15 
Baylor University College of Medicine, Houston............... “ee 2 3 1 1 1 1 4 5 


UTAH 
University of Utah School of Medicine, Salt Lake City........ 
VERMONT 
University of Vermont College of Medicine, Burlington....... 
VIRGINIA 
74 University of Virginia School of Medicine, Charlottesville.... .. .. és 

75 Medical College of Virginia, 2 os 1 
WASHINGTON 
University of Washington School of Medicine, Seattle......... 


WISCONSIN 
77 University of Wisconsin Medical School, Madison.............. 3 3 
78 Marquette University School of Medicine, Milwaukee.......... i 2 2 3 


CANADA 


70 University of Alberta Faculty of Medicine, Edmonton...... 1 
80) 6University of British Columbia Sehool of Medicine, Vancouver .. 
88 Queen's University Faculty of Medicine, Kingston............. 3 

University of Western Ontario Faculty of Medicine, London... .. 1 1 

6University of Ottawa Faculty of Medicine, Ottawa......... 3 1 
of Toronto Faculty of Medicine, Toronto......... gids 1 

87 MeGill University Faculty of Medicine, Montreal............... 1 we Ge 1 2 

80) 6Laval University Faculty of Medicine, Quebec................. 


University of Saskatchewan College of Medicine, Saskatoon.. 
OTHERS 
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Rhode Island 
outh Carolina 
South Dakota 
Washington 
Wisconsin 
Wyoming 
Canal Zone, Guam, 
Hawaii, Puerto Rico, 
and Virgin Islands 
Marginal Numbers 


New Hampshire 
Tennessee 


Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 

New Mexico 
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North Dakota 
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sequent to 1928. 


Tasie 11.—Licentiates Representing Additions to the 
Medical Profession, 1958 


Reciprocity 
and 

Examination Endorsement Total 

73 3 76 
ATIZONG 7 6 13 
Arkansas 86 86 
California 492 199 6R2 
Colorado 73 8 81 
Connecticut 96 176 
Delaware oe 5 
District of Columbia ...........- 6 46 52 
TORO 3 1 4 
324 63 387 
170 9 179 
114 1 115 
Kentucky 93 1” 
229 229 


Maryland 

Massachusetts ll 196 207 
297 8 305 
Misslagippl 120 ee 120 
Missouri 262 7 269 
Montana 1 1 2 
Nebraska . 109 1 110 
2 1 3 
New Hampahire 5 9 14 
NOW 106 28 134 
New Mexico 3 3 
TOE 204 760 1,054 
North Carolina 178 ; 178 
North Dakota .... 6 6 
401 43 444 


37 ee 7 
Pennsylvania 472 48 520 
Rhode Island 38 6 44 
South Carolina 1 60 
Bouth 7 ae 7 
145 3 148 
nes b 4 19 
Vermont 6 1 7 
Virginia 208 4 222 
12 1 13 
Wisconsin 127 5 132 
Wyoming ........... 4 
Canal Zone 4 4 
7 


0d 


Virgin Islands 


In 1958, there were 15,193 candidates registered, 
of whom 13,097, or 86.2%, were graduates of ap- 
proved schools and 2,096, or 13.8%, were in the 
second group. In the 37 years recorded in this table, 
375,756 candidates were registered, including 337,- 
843 (89.9%) who were graduates of medical schools 
in the approved group and 37,913 (10.1%) who were 
other graduates. 
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“Others” are included graduates of foreign faculties 
of medicine, class C graduates, osteopaths given 
recognition by medical licensing boards, and grad- 
uates of schools not approved by the Council sub- 


New England 
New Hampshire ......... eee 
Vermont ........ 
Massachusetts 
Rhode Island ........ 
Connecticut ......... 


Middle Atlantic 


East North Central 
Indiana .. 
Illinois ... 
Michigan .. 
Wisconsin 


ss 


West North Central 
Minnesota 
North Dakota . 
South Dakota .. 
Nebraska ...... 


TABLE 12.—Licentiates Representing Additions to the Medi- 
cal Profession Grouped in Geographical Divisions, 1958 


anc 
Examination Endorsement Total 


26 2 22 
5 9 14 

6 1 7 
ll 196 207 
38 6 44 
96 80 176 
176 2M 470 
294 760 1,054 
106 28 134 
472 520 
872 8365 1,708 
401 438 444 
170 9 179 
324 63 387 
297 305 
127 5 132 
1,319 128 1,447 
171 12 183 
90 
262 7 269 
6 6 

7 7 
109 1 110 
14 1 115 
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Reciprocity 


District of Columbia............ 6 46 52 
208 M4 222 
West Virginia ... 12 1 13 
North Carolina .... 178 = 178 
South Carolina .... 59 1 60 
232 5 237 
137 137 

1,099 8&5 1,184 

East South Central 

Kentueky 93 9 102 
Tennessee 145 3 148 
Alabuma . 73 3 76 


Mississippi 


West South Central 
86 
229 
81 
346 
742 
Mountain 
Montana ....... che 1 
wc 4 
73 
3 
TT 


Pacifie 


582 
Territories and Possessions 
GUBM 
9 


57 
Virgin Islands 1 
67 


Ma 4 22 = 
South Atlantic 
: ¢ 15 446 
229 
3 349 
— 
6 748 
: 1 2 
1 4 
81 
: 3 
4 19 
59 18 77 
> Califormia 492 19 682 
4 4 
2 2 
7 16 eee 
2 79 
9 
1 2 
36 108 
1,654 7,809 
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Graduates of Unapproved Medical Schools 
Registered, 1953-1958 

Recorded in table 16 are data regarding grad- 
uates of institutions that have not been approved 
by the Council on Medical Education and Hospitals 
of the American Medical Association. Figures are 
given for those licensed after written examination 
and those licensed by endorsement of credentials. 
The table also includes a column combining the 
figures for these two groups. They represent grad- 
uates of five unapproved medical schools, all but 
one of which are now extinct. The latter institution 
has obtained the status of an approved school. 
There were 240 graduates of unapproved medical 
schools registered from 1953 to 1958 inclusive, 79 
by examination and 161 by endorsement of cre- 
dentials. California, Florida, New York, and Texas 
licensed the greatest number of graduates of un- 


TABLE 13.—Licentiates Representing Additions to the 
Medical Profession, 1935-1958 
Reciprocity 
Year Examination Endorsement Total 
5,099 411 5,510 
629 6,177 
6,424 
6,260 
6,044 
5,887 
5,715 
6,014 
5,958 
6,695 
5,748 
6,970 
6,390 
6,636 
5,876 
6,002 
6,273 
R885 
7,276 
7,917 
7,737 
6,085 28 7,463 
5,872 7,455 


6,155 68 7,809 


approved medical schools. Twenty-seven state 
boards were represented in the six-year period. In 
1958, there were 32 licensed by 13 boards, 6 by 
examination, and 26 by reciprocity or endorsement. 
The numbers of such graduates appearing for li- 
censure is steadily decreasing. 
Graduates of Schools of Osteopathy Registered by 
Medical Examining Boards, 1953-1958 

The number of graduates of schools of osteo- 
pathy granted the privilege of practicing medicine 
or surgery or both by 18 licensing boards from 
1953 to 1958, inclusive, is given in table 17. There 
have been 1,708 such persons registered, 1,171 by 
examination and 537 without written examination. 
In 1958, 14 boards licensed osteopathic physicians 
to practice. Two boards licensed these graduates 
after examination only, and 4 licensed them only 
on the basis of reciprocity, while 8 boards licensed 
them after both methods. Following is a summary 
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of the actions and regulations of the 18 boards 
providing for the licensing of osteopaths by the 
medical examining board. 

In Colorado an osteopath receives a license to 
practice medicine and must meet the same require- 
ments as for doctors of medicine. In Connecticut 
an osteopath registered by the osteopathic board 
may be licensed to practice medicine and surgery 
or both after examination by the medical examining 
board. Osteopaths in Delaware may be licensed as 


TABLE 14.—Registration of Physicians, 1904-1958 


Reciprocity 
or Total 
Year Examined Passed Failed Endorsement Registered 

7,056 5,693 19.3 1,005 6,698 
7,178 5,688 20.8 34 6,082 
8,040 6,373 20.7 1,502 7,875 
7,279 5,731 21.3 1,427 7,158 
7,775 6,089 21,7 1,284 7,873 
7,295 5,865 19.6 1,381 7,246 
5,719 184 1640 7,850 
6,904 5,582 19.8 1,243 6,825 
6,880 5,467 2.5 1,273 6,740 
6,453 5,258 18.6 1,202 6,545 
5,579 4,379 21.5 1,439 5,818 
5,334 4,507 15.5 1,300 5,906 
4,878 4,151 4.9 1,353 5,504 
4,754 4,085 14.0 1,360 5 ASS 
3,057 3,184 13.2 1,047 4,231 
4,750 4,074 14.2 2,546 6,620 
4,796 4,062 5 2,558 6,620 
4,825 4,228 2, 2,186 
4,031 3,589 2.3 2,073 
4,727 4,028 a 2,405 6,433 
5,392 4,756 , 925 6,679 
6,002 5,45 9.2 36 7,311 
5,770 
5,389 
5,458 
5,629 
5,571 
5,611 
5,675 
5,673 
6,145 
6,443 
6,918 


9,669 
7,701 
7,505 
6,929 
6,755 
6,225 
7,016 
7,369 
8,202 
7,461 
7,421 


225 15,193 


osteopathic physicians after successfully passing the 
examination of the medical board, except that the 
principles of osteopathy is given in the examination 


in place of materia medica. 

The District of Columbia will permit any person 
engaged in the practice of osteopathy on or before 
Jan. 1, 1948, to file application for a license to prac- 
tice osteopathy and surgery. To obtain such a 
license, an osteopath must pass all subjects of the 
medical examination and in addition must pass 


4 
aed 

iS 
if 
; 
1904. 
1905. . 
1906. 
1907... 
1908. 

1909. . 

1910, . 

1911.. 
1912... ‘ 

1913... 
1914.. 

1915.. 
1916... 

1917. 
1935 
1918. 
1936 1919. 
1987 1920.. 
1938 1921... 
1939 1922... 
1940 1928... 

49 1925... 
104: 

1943 

1928... 
1945 1929. . 
1946. 1930. . 
1947. 1931... 

1948 1932... 
1949 1933. . 
1950. 1934... 

1951 1985.... 
1959 1936... 
1953 7,334 6,604 10.0 3,206 9,309 

1966 7,926 6,291 20.7 2,866 9,157 

7,610 6,856 99 16,525 
7,164 6,414 10.5 4,115 

6,624 5,904 10.8 13,499 

5,219 12.5 12,148 

8,066 7,083 12.7 15,285 

8,501 7,400 12.9 15,962 

| 

oe 
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subjects in the practice of osteopathy. Osteopaths 
are eligible for licensure also by endorsement of 
the certificate issued by the National Board of 
Osteopathic Medical Examiners. 

Since 1950, in Illinois, graduates of the Chicago 
College of Osteopathy are examined by the medical 
board and may receive medical licenses. In Indi- 
ana, under an amendment to the medical practice 
act in 1945, osteopaths are permitted to practice 
medicine, surgery, and obstetrics and to administer 
anesthetics, antiseptics, and narcotics. Persons who 
were licensed in osteopathy before 1945 may ob- 
tain from the medical board a license to practice 
osteopathy, surgery, and obstetrics. 


Tasie 15.—Graduates of Approved Schools and Others 
Registered, 1922-1958 


Graduates of 


Approved Schools Others 
Percentage Percentage 
o 

Year Total No. Total Totals 

80.5 1,093 19.5 5,612 
1923 1,237 19.2 6,433 
85.1 4.49 6,679 
997 13.6 7,311 
19% 88.7 828 11.3 7,269 
1927 768 10.6 7,178 
90.1 733 9.9 7,318 
91.0 9.0 7,702 
1930 92.1 610 7,621 
1931 92.8 O44 7.2 7,476 
1482 2.1 457 6.3 7,133 
93.7 459 6.3 7,233 
v2.1 617 7,789 
91.3 693 8,053 
1,063 11.8 8,997 
1087 1,418 44 9,809 
1s 87.1 1,230 12.9 9,45 
8.2 1,298 13.8 9,365 
140 85.0 1,376 9,157 
14 87.0 1,049 11.9 8,819 
1,299 15.1 8,589 
8,040 87.0 1,189 12.2 9,829 
7,737 870 10.1 8,607 
8,233 732 8.1 8,965 
15,692 R35 51 16,527 
13,007 93.0 1,018 14,115 
194s 12,791 4.8 708 5.2 18,499 
1940... 11,378 93.7 770 6.3 12,148 
11,502 94.0 734 6.0 12,236 
1951 11,27 7.7 11,941 
12,198 92.1 1,047 79 13,245 
chen 13,189 1,223 85 14,412 
1034..... 13,414 1,421 9.3 15,235 
13,146 90.0 1,454 10.0 14,600 
1997 13,330 87.4 1,925 12.1 15,255 
158 13,007 2006 13.8 15,193 


Special examination and licensure is provided by 
the Healing Arts Act passed in Kansas in 1957. An 
osteopathic physician having graduated from an 
approved college of osteopathy after June 1, 1950, 
and who holds a valid license to practice osteopathy 
is eligible for licensure. Any person who on Jan. 1, 
1957, was licensed to practice osteopathy and who 
on said date maintained an office and was actively 
engaged in the practice of osteopathy in Kansas 
may, if application is made prior to July 1, 1960, 
take a special examination. 

In Massachusetts, for the purposes of registra- 
tion, the D. O. degree is considered equivalent to 
the M.D. degree and applicants for licensure must 
meet the same requirements as M.D.’s. In New 
Hampshire, under the provisions of the medical 
practice act, osteopaths are granted the right to 
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practice medicine and surgery. The New Jersey 
medical practice act provides that an osteopath 
licensed prior to Nov. 1, 1941, who has served for 
a period of two years as an intern or resident sur- 
geon in an approved osteopathic or medical hos- 
pital, has completed a postgraduate course of two 
years in a college of osteopathy or medicine ap- 
proved by the board, or has had at least three 
years of practice in a hospital approved by the 
board, can be admitted to an examination in phar- 
macology, therapeutics, and surgery. If successful, 
he can obtain a license to practice medicine and 
surgery. 

In New York, a licensed osteopath who is an 
applicant for the right to use instruments for minor 
surgical procedures and to use anesthetics, antisep- 
tics, narcotics, and biological products may be 
granted the right to practice medicine without limi- 
tation if his credentials satisfy the Board of Re- 
gents. If not, such applicants shall be required 
either to pursue further study or to pass a special 
examination. 

The Ohio Medical Practice Act was amended in 
1943 to provide that all graduates from osteopathic 
schools applying for the right to practice in the 
state must meet certain educational requirements 
and must pass certain examinations. One of the 
required examinations is in surgery. Those who 
qualify and pass all of the examinations are then 
given a license to practice osteopathic medicine 
and surgery. Those in practice and licensed under 
a more limited law in effect prior to 1943 can 
secure a license to practice osteopathic medicine 
and surgery by meeting certain additional require- 
ments, including postgraduate work and the passing 
of additional examinations. 

In Oregon, osteopaths who meet certain require- 
ments are granted the right to practice in the sub- 
jects covered by the medical examination, with the 
exception of the practice of medicine or materia 
medica and therapeutics. In South Dakota, osteo- 
paths may be licensed to practice medicine, sur- 
gery, and obstetrics. This is an unrestricted license, 
Texas issues only one license, which is unrestricted 
in scope. 

In Virginia, two classes of osteopaths are li- 
censed. If a candidate takes the same examination 
as an M.D., substituting the practice of osteopathy 
for the practice of medicine, he is licensed to prac- 
tice osteopathy with the use of surgery and drugs. 
However, if he takes an examination without the 
subjects of surgery and materia medica, he is li- 
censed to practice osteopathy without the use of 
drugs or surgery. 

The Wisconsin law, amended in 1950, provides 
that an osteopath, licensed in the state may obtain 
a license to practice medicine and surgery by com- 
pleting a refresher course in materia medica and 
pharmacology consisting of not less than 64 hours 
of lecture and 60 hours of laboratory work and by 
passing an examination in these subjects. Osteo- 
paths not licensed in the state may apply to take 
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the same examination as physi¢ians. If successful, 
they will be granted licenses to practice medicine 
and surgery. In Wyoming, the statutes contain no 
specific provision for the licensing of osteopaths. 
The medical practice act provides that the certifi- 
‘ate issued to all physicians shall be deemed a 
license to practice medicine in all branches in 
which the applicant has taken an examination. 


Enactment and Operation of Medical Practice Act 


An attempt was made this year to obtain from 
each licensing board the year when the first medi- 
cal practice act was enacted and the year when the 
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four years of preprofessional college training. Since 
January, 1953, the minimum requirement for ad- 
mission to an approved medical school has been 
three years of college work, with the provision that 
rarely and only under exceptional circumstances 
will an approved medical school be justified in 
admitting a superior student with only two years 
of college preparatory work. 

The preprofessional requirements of medical li- 
censing boards are indicated in table 19. Seven 
boards specify that no preprofessional requirement 
is mentioned in the medical practice act. Twenty- 


TaBLe 16.—Graduates of Unapproved Medical Schools Registered 1953-1958 


Examination 


— — 


Arizona 

Arkansas 

California 

Delaware 

Distriet of Columbia 
Florida 

Georgia 

Idaho 


Michigan 
Missouri 

New Hampshire 
New Jersey 
New York 

Ohio 
Pennsylvania 
South Carolina 
South Dakota 
Tennessee 
Texas 

Virginia 
Washington 
West Virginia 
Wisconsin 


Reciprocity and Endorsement Com- 


1953 1954 1955 1956 1957 1958 Totals 19538 14 1955 1956 1957 1958 ‘Totals Totals 
os 1 ee 2 2 


ee ee ee : 3 
10 ll 6O 


‘1 


TABLE 17.—Graduates of Schools of Osteopathy Registered by Medical Boards, 1953-1958 


Examination 


Colorado 


Connecticut . 3 
Delaware 
District of Columbia 

Indiana .... 


Massachusetts ... 
New Hampshire . 
New Jersey 

New York ... 
Ohio 

Oregon 

South Dakota 


Virginia 
Wisconsin ... 
Wyoming 


Totals 


"19338 19354 195 «19961957 
3 7 


Reeiprocity and Endorsement Com 
bined 


1s «Totals 1953 104 1955 1936 1057 Wok ‘Totals Totals 
24 13 


lo 12 


1,171 


first examining board was established under the 
medical practice act. These data are given in table 
18. Not all states were able to provide this infor- 
mation. It is to be hoped that this table can be 
presented in more complete form when next this 
study is made. 
Preprofessional Training Requirements of Licensing Boards 
In order to provide an opportunity for medical 
students to gain a broad educational background, 
the Council on Medical Education and Hospitals 
of the American Medical Association recommends 


one boards reported a three-year requirement. In 
others, the law specifies at least two years of college 
work. No board specifies in detail the number of 
hours that must be devoted to the subjects of the 
preprofessional curriculum, although 19 boards re- 
port that this training must include certain subjects, 
such as English, physics, chemistry, biology, and a 
foreign language. The candidates appearing for 
medical licensure are graduates of all years, and 
the seeming lack of conformity with accepted stand- 
ards as promulgated by the Council on Medical 
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Education and Hospitals of the American Medical 
Association and the Association of American Medi- 
‘al Colleges is due to the fact that initiation of the 
current three-year minimum requirement for all 
candidates appearing for licensure would eliminate 
many graduates of earlier years. In practice, the 
boards in granting licensure to a graduate of an 


TasLe 18.—Enactment and Operation of Medical Practice Act 


First Examining 
First Medical Board Established 
Practice Act Under Medical 


State Enacted Practice Act 
Alabama 1823 1877 
Alaska . ss 
Arizona 1913 1913 
oe 
California 1876 1876 
Canal Zone 1911 1911 
Connecticut 1878 1878 
District of Columbia 1896 1806 
Florida ve 1921 
Georgia 1913 a 
Guam .. ee 
Hawaii 
Idaho 
IMinois 1877 1917* 
Indiana 
lowa F 1886 1886 
184 1804 
1883 1883 
se 1819 1819 
Missouri 1903 1903 
Montana 1889 1893 
Nebraska 1891 1891 
Nevada 1899 1899 
New Jersey 1890 1890 
New Mexico 
1859 1859 
1890 1890 
1896 1896 
ene 1889 1899 
Pennsylvania 1911 1912 
1895 1895 
1817 1817 


Virgin Islands 
3045450900 


1890 1890 


West Virginia 1881 1915" 
1897 1897 

1899 1899 


* Administered by State Board of Health until date given. Not 
reported. 


approved medical school accept the premedical 
training required in the year the candidate was ad- 
mitted to a medical school. 
Approval of Medical Schools 
Seven licensing boards maintain their own list 
of approved medical schools in the United States 


and Canada. Twenty-six boards require applicants 
for licensure from approved medical schools in the 
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United States or Canada to be graduates of medical 
schools approved by the Council on Medical Edu- 
cation and Hospitals. Two boards require member- 
ship in the Association of American Medical Col- 
leges. Twenty boards specify that schools must be 
approved by the Council and be in membership in 
the Association of American Medical Colleges. In 
16 instances the requirement is specified in the 
medical practice act, 37 boards reported that it is a 
formal regulation, and 2 indicated that it was an in- 
formal policy. In actuality, all approved medical 
schools are both approved by the Council and in 
membership in the Association of American Medical 


Colleges. 
Required Internships 


One year of internship, as a prerequisite to licen- 
sure, is required by the licensing boards of 32 
states, the District of Columbia, Canal Zone, Guam, 


TaBLe 19.—Requirements of Preprofessional Training 
by Medical Licensing Boards 


Two Years or More of College 


Alabama? Kentucky Ohio 

Alaska® Louisiana® Oklahomat 
Arizona? Maine Oregon 
Arkansas Maryland Pennsylvania® 
California® Massachusetts? Puerto Rico 
Canal Zone Michigan® Rhode Island 
Colorado* Minnesota South Carolina® 
Connecticut* Mississippi South Dakota*® 
Delaware® Missouri ‘Tennessee 
District of Columbia Montana Texas 
Florida® Nebraska Utah® 

Georgia Nevada? Vermont® 
Guam New Hampshire Virgin Islands* 
Hawaii New Jersey® Virginia 

Idaho New Mexico! Washington? 
Illinois New York® West Virginia 
Indiana’ North Carolina® Wisconsin® 
Iowa! North Dakota Wyoming? 


Kansas 


1, Not specified by law. 

2. Entrance requirement prescribed by accrediting agencies. 

3. Three years for applicants matriculating after Jan. 1, 1954. 

4. One year prior to 1919, two years subsequent to 1947, including 
courses in physies, chemistry, and biology. 

5. Premedical training must inelude courses in physics, chemistry, 
biology, English, and a foreign language. 

6. Three-year college requirement. 

7. For all applicants courses in physies, chemistry, and biology must 
be included in premedical training. 

8. Premedical training must inelude courses in English, physies, 
chemistry (general and organic), and biology. 


Hawaii, Puerto Rico, and the Virgin Islands. Nine 
boards specify that the internship must be a rotat- 
ing service. Rhode Island will accept a straight in- 
ternship if it is a part of a three-year approved 
residency. New Jersey reports that a one-year ro- 
tating service, or two years of straight internship, 
or a two-year residency in a specialty will meet the 
requirement of hospital service. Postgraduate train- 
ing is accepted in lieu of deficiencies in the require- 
ment of a rotating internship in Alaska after seven 
years from the date of graduation from medical 
school. Missouri requires the internship for reci- 
procity applicants only. Those licensing boards that 
require an internship as a prerequisite for licensure 
are listed in table 20. 
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Temporary and Educational Permits, Limited and Tempo- 
rary Licenses, or Other Certificates Issued by State 
Licensing Boards 

Thirty-eight boards provide for the issuance of 
temporary and educational permits, limited and 
temporary licenses, or other certificates. The terms 
for the issuance of such certificates vary. This lim- 
ited registration may apply to hospital training, to 
those ineligible for licensure who seek further edu- 
cational training, or for regular practice until the 
next regular session of the licensing board. A list 
of these states and information on the length of 
validity of this special registration are shown in 
table 21. 


Licensure Requirements for Interns and Residents 
in Hospitals 


In general, physicians serving internships are not 
required to be licensed in the state in which the 
hospital where they are interning is located. Indi- 


TaBLE 20.—Medical Licensing Boards Requiring 
One-Year Internship 


Pennsylvania!.¢ 
Puerto Rico 
Rhode Island* 
South Carolina 


Kansas 
Kentucky 
Louisiana’ 
Maine 


Alabama 
Alaska* 
Arizona 
California 


Canal Zone 
Colorado 

Delaware 

District of Columbia 
Guam 

Hawaii 

Idaho 

Illinois? 


Michigan 
Missouri? 
Montana 
Nevada 

New Hampshire 
New Jersey® 
North Dakota! 
Oklahoma 


South Dakota 
Utah 
Vermont? 
Virgin Islands? 
Washington* 
West Virginia 
Wisconsin 
Wyoming? 


Iowa Oregon 

1. Internship must be a rotating service. 

2. For reciprocity applicants. 

3. One year rotating service or two years of straight internship or 
two-year residency in a specialty. 

4. After seven years from date of graduation from medica] school, 
postgraduate training accepted in lieu of deficiencies in a rotating 
internship. 

5. Straight internship accepted if part of a three-year approved 
residency. 


ana and Puerto Rico have such a requirement. 
Delaware, the District of Columbia, and New 
Jersey permit a service of two years without licen- 
sure, and Florida permits a three-year service be- 
fore licensure. Other boards have a requirement of 
registration with the licensing board or a stipula- 
tion that the physician must be eligible for licen- 
sure. The states which require some form of regis- 
tration for interns are listed in table 22. 

Thirty-one boards require that physicians serving 
residencies in hospitals must be licensed or regis- 
tered in the state. Twenty-three boards stipulate 
that registration must be in the form of a regular 
license or a temporary certificate for the term of the 
residency. Seven boards do not require licensure 
but stipulate some form of registration with the 
licensing board. The regulations of each of the 
licensing boards that exact some requirement of 
those engaged in residency training are given in 
table 23. 
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TaBLeE 21.—Temporary and Educational Permits, Limited 
and Temporary Licenses, or Other Certificates 


Alaska 


Arizona 
Arkansas 


Connecticut 


Delaware 


Georgia 


Guam 


Idaho 


Illinois 


Indiana 


lowa 


Kansas 


Kentucky 


Louisiana 


Maine 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Montana 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 


Oklahoma 


Pennsylvania 


Puerto Rico 
Rhode Island 


South Carolina 


South Dakota 


Texas 
Virginia 


Virgin Islands 


West Virginia 


Wisconsin 


Issued by State Licensing Boards 


Temporary permits issued while processing permanent 
licensure to summer cannery physicians and to physi- 
cians in the armed forces on short periods with private 
physicians and for locum tenens work. 

Temporary permits issued on basis of community 
emergency. 

Temporary permits are granted reciprocity applicants 
until regular board meeting. 

Educational permits granted to graduates of unap- 
proved medical schools to serve in approved hospital 
training programs. 

Temporary emergency license upon proved emergency, 
one year, subject to renewal, and for locum tenens 
practice (2 to 4 months). 

Permit until board meets. Permits for aliens to prac- 
tice in state institutions or medical schools. 
Restrictive certificate to permit medical employees of 
federal contractors to practice in the discharge of their 
official duties. 

To candidates holding certificate of National Board of 
of Medical Examiners or licensed by written examina- 
tion in another state until next meeting of board and 
to residents in hospitals. 

Temporary certificates for residency training for ap- 
plicants who are not qualified for permanent registra- 
tion. Permit issued for service in state hospitals to 
physicians eligible for licensure. 

Temporary license pending next examination for grad- 
uates of approved medical schools. Temporary recipro- 
cal license for six months, 

Resident physicians licenses are issued for a period of 
not more than seven years for service in a hospital 
approved by the board. 

Temporary permit until next board meeting providing 
application is in proper form for license. 

Temporary permits issued to applicants by endorse- 
ment for six-month period to serve until investigations 
completed and meeting of board. Limited licenses for 
- year, renewable for special place, purpose, and 
time. 

Temporary permit is granted to physicians possessing 
the necessary credentials who file application for exam- 
ination or reciprocity and who locate in Louisiana be- 
tween the regular semiannual examination meetings of 
the board. Temporary permit valid until next meeting 
of the board. 

Temporary licenses granted for residency training for 
one year, Must be an American citizen and a graduate 
of an approved medical school. 

Limited registration covering appointment as intern, 
resident, or fellow in a specific hospital or as assistant 
in medicine while a student in medical school. 
Temporary license for residency and postgraduate 
training program renewable annually not to exceed 
five years. 

Limited license for duration of residency. 

Temporary permit for practice until next board meet- 
ing pending permanent license. 

In unusual cireumstances only. 

Temporary permit for one year for residency training. 
Temporary license for five years to foreign physicians. 
Permanent license issued upon becoming citizen of the 
United States. 

Temporary license for four months may be renewed 
at monthly intervals not to exceed one year. 
Institutional permits for practice in state hospitals 
only. Temporary permits issued until next board 
meeting. 

Temporary certificate for two years for residency 
training except in state, mental and municipal hos- 
pitals. 

Limited license issued for duration of residency. 
Temporary permit for United States and Canadian 
graduates until next board examination 

Temporary licenses for one year for residency training 
in approved hospitals. 

Postgraduate certificate issued for residency training 
if licensed in any state or territory or the United 
States or Canada or hold the certifleate of the Nation- 
al Board of Medical Examiners. 

Special permit may be granted. 

Temporary permit for one year for interns, residents, 
and house officers in hospitals. 

Temporary permits for interns and residents renew- 
able annually not to exceed five years. 

Temporary license issued for graduates of foreign 
medical schools for four years for practice in emer- 
geney medical areas for a period of four years before 
permanent license is issued. 

Temporary permit issued until next board meeting. 
Temporary permit issued until next board meeting for 
reciprocity applicants. 

Temporary certificates issued to military service per- 
sonnel on duty and to municipal personnel until next 
license examination, 

Temporary permits issued until next board meeting 
to qualified applicants. 

Temporary educational permit for graduates of for- 
eign medical schools not recognized by board for 
licensure. 
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Schedule of Written Examination Dates and 
Reciprocity Meetings 


The schedules of dates for written examination 
and meetings or oral examination for the issuance 
of licenses by reciprocity or by endorsement of 
credentials is given in table 24. In most instances, 
written examinations are scheduled twice annually 


TABLE 22.—Licensure, Registration, or Other 
Requirements for Interns 


Licensure Other Requirements 
Indiana Colorado* 
Puerto Rico Delaware? 
District of Columbia? 
Florida? 
Massachusetts* 


New Jersey? 
Rhode Island® 
South Carolina® 
‘Texas 
Virginia‘ 
West Virginia‘ 
1. Must register every six months with State Board of Health and 
may serve for a period of three years without licensure. 
2. May serve for two years without licensure. 
3. Limited registration granted. 
4. Graduates of unapproved foreign medical schools must obtain 
permission from board 
5. Temporary permit required. 
6. May serve for an aggregate period not to exceed four years; re- 
quired to register with licensing board anaually. 


and reciprocity meetings quarterly or as soon as 
the application for licensure can be processed. In 
those states requiring a basic science certificate for 
licensure, dates of the examination or reciprocity 
meetings are arranged to coincide closely with the 
examination and meeting dates of the boards of 
examiners in the basic sciences. 


Medical Licensure Fees 


Table 25 lists for each licensing board the fee 
charged for registration by examination and also by 
reciprocity or endorsement of credentials. The ex- 
amination boards tend to be uniform, the majority 
of the boards charging a fee of $25. The fee for a 
license without examination varies from $5 to $200. 
Three states have a lower fee for those being certi- 
fied on the basis of the certificate of the National 
Board of Medical Examiners than for candidates 
licensed by endorsement of state license. One state 
exacts the same fee as the reciprocating state fee 
for such a license. 

Licensure on Government Credentials 


Few states have provision in their medical prac- 
tice act for the acceptance of credentials issued by 
the federal government or the armed services as a 
basis for licensure without examination. Nine boards 
—Alabama, Arizona, California, Delaware, Illinois, 
Pennsylvania, Texas, Utah, Vermont, and Wisconsin 
—have indicated that in their discretion they may 
accept such credentials under varying regulations. 

Annual Registration 

Forty boards require physicians to register their 
licenses annually or biennially. This requirement ap- 
plies in some states whether or not the physician is 
engaged in practice in the state. In table 26 are 
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listed the licensing boards that exact this require- 
ment and the fee charged for such registration. The 
fee ranges from $1 to $10. Five states have a non- 
resident fee. Guam does not charge a fee. In Florida 
physicians are required to register with the state 
board of health, while New York, North Carolina, 
and West Virginia require biennial registration. 
Citizenship Requirements for Permanent Licensure 
Table 27 lists the United States citizenship re- 
quirements for permanent licensure by the 55 licens- 


ing boards of the United States and its territories 
and possessions. Eight boards have no citizenship 


TABLE 23.—Licensure, Registration, or Other 
Requirements for Residents 


Licensure or Temporary 


Registration Required Other Requirements 


Arkansas Colorado® 
California Delaware?® 
Connecticut? Distriet of Columbia!*® 
Idaho Florida’® 
Illinois® Mississippi? 
Indiana New Jersey?® 
lowa!! Virginia!? 
Maine‘ West Virginiat® 
Massachusetts® 

Michigan? 

Minnesota® 

Nevada* 

New York? 

North Carolina® 

Oklahoma‘t 


Pennsylvania® 
Puerto Rico 
Rhode Island‘ 
South Carolina™ 
South Dakota 
Texas 
Washington 
Wisconsin 


1. May serve one year without licensure. 

2. May be required by hospitals. 

3. Applicants who wish to serve residencies in Illinois hospitals and 
who are not eligible for permanent registration may apply for tempo- 
rary certificates which are issued without examination. Also permits to 
practice in State hospitals to applicants qualified for examination. 

4. Temporary license for one year. 

5. Limited registration granted. 

6. Limited license for duration of residency. 

7. Temporary certificate for two years for residents, except in state 
mental and municipal hospitals. 

8. Postgraduate certificate issued for residency training if licensed 
in any state or territory of the United States or Canada or hold the 
certificate of the National Board of Medical Examiners. 

9. May serve for an aggregate period not to exceed four years. 
Required to register with licensing board annually. 

10. Three years without licensure. Must register every six months 
with board of health. 

11. Resident physician's licenses are issued for a period of not more 
than seven years for service in a hospital approved by the board. 

12, Graduates of unapproved foreign medical schools must obtain 
permission from board. 

13. May serve two years without licensure. 

14. Temporary license for residency and postgraduate training renew- 
able annually not to exceed five years. 

15. Registration with licensing board required. 


requirement, 17 states require that the applicant 
declare his intention of becoming a citizen, and 
30 states require full citizenship. 


Registration Policies for Citizens of Canada by 
Licensing Boards in the United States 


The licensing boards of the United States and 
its territories and possessions have reported that 
they will accept graduates of approved medical 
schools of Canada for licensure by examination on 
the same basis as graduates of approved medical 
schools of the United States. Table 28 records the 
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registration policies for citizens of Canada. Few 
states indicate that they will accept Canadian regis- 
tration for licensure by reciprocity or endorsement. 
Modifications are made in the citizenship require- 
ment for candidates from Canada. This table shows 
for each state whether United States citizenship is 
a requirement, whether the candidate must declare 
his intention of becoming a citizen, and if no citi- 
zenship requirement is exacted. 
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Licensure of Foreign-Trained Physicians 


Since 1950, the Council on Medical Education 
and Hospitals of the American Medical Association 
and the Executive Council of the Association of 


TABLE 24.—Schedule for Written Examination and 
Issuance of Licenses by Reciprocity or 
Endorsement of Credentials 


Alabama 
Alaska 
Arizona 
Arkansas 
California 
Canal Zone 
Colorado 
Connecticut 


Delaware 

Distriet of Columbia . 
Florida 

Georgia 

Guam 

Hawaii 

Idaho és 
Indiana 


Kentucky 
Louisiana 
Maine 


Maryland 
Massachusetts 


Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska ... 
Nevada 

New Hampshir 
New Jersey 
New. Mextleo. 
New York 
North Carolina 
North Dakota 
Ohio 


Oklahoma 

Oregon 

Pennsylvania ......... 
Puerto Rico 

Rhode Island 


South Caroling 
South Dakota 
Tennessee 
Texas .. 

Utah .... 


Vermont 
Virgin Islands 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Written 

Examinations 
Anually 
On application 
Quarterly 
June and November 
Quarterly 
On application 
Twice annually 
March, July, and 

November 

January and July 
Twice annually 
June and November 
June and October 
On application 
January and July 
Twice annually 
Quarterly 
Annually, June 


Twice annually 

January and June 

Semiannually 

June and December 

March, July, and 
November 

June and December 

January and July 


June and October 
Quarterly 

Annually in June 
Three times annually 
Semiannually 
Annually in June 
Quarterly 

Twice annually 

June and October 


Twice annually 
June and December 
Annually 

January and July 
June and December 


Annually 
January and July 
January and July 
Twice annually 
Quarterly 


Twice annually 
Twice annually 
Quarterly 
Twice annually 
Once annually 


January and June 
Twice annually 
Twice annually 
I'wice annually 
January and July 
January and July 


Three times annually 


Licenses by 
Reciprocity or 
Endorsement Issued 
Continuously 
On application 
Quarterly 
June and November 
Continuously 
On application 
Quarterly 
Continuously 


January and July 
Quarterly 
No Reciprocity 
June and October 
On application 
Continuously 
Twice annually 
Quarterly 
Approximately eight 
times annually 
Monthly 
January and June 
Every two months 
June and December 
March, July, and 
November 
Monthly 
Monthly except 
August 
Continuously 
Quarterly 
June and December 
Six times annually 
Semiannually 
Continuously 
Quarterly 
Twice annually 
Monthly except 
August 
Twice annually 
Continuously 
Five times annually 
January and July 
January, April, July, 
and October 
Quarterly 
Quarterly 
Every six weeks 
Continuously 
Four times annually; 
special meetings 
Three times annually 
Continuously 
Continuously 
Quarterly 
February, June, 
August, and 
November 
Continuously 
‘Twice annually 
Twice annually 
Twice annually 
Quarterly 
Quarterly 
Three times annually 


American Medical Colleges have published a list 
of foreign medical schools whose graduates are 
recommended for consideration on the same basis 
as graduates of approved medical schools in the 
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United States and Canada. This list has always 
been offered as an advisory list for the use of state 
licensing boards, hospitals, specialty boards, and 
other organizations in the United States concerned 


TABLE 25.—Medical Licensure Fees 
Exami- Reciprocity 
nation or Endorsement 
Alabama 
Alaska 35 110 
Arizona 25 100 
Arkansas .... 5 100 
California 100 
Canal Zone 
Colorado 
Connecticut 
Delaware 
Distriet of Columbia, 
Florida 
Georgia 
Guam 
Idaho 
Illinois 
Indiana 


Kentucky 
Louisiana 
Maine ... 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 


Oregon 
Pennsylvania 
Puerto Rico 
Rhode Island . 
South Carolina 
South Dakota .. 
Tennessee 


Virgin Islands 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
® Endorsement of certificate of National Board of Medical Examiners, 
$25 
“® Same as reciprocating state fee for such a license. 
© Endorsement fee, $50. 
4 Endorsement of certificate of National Board of Medical Exam 
iners, $10, 


with the evaluation of medical credentials and qual- 
ifications of graduates of foreign medical schools. 
These same organizations have always been advised 
that the list was acknowledged to be a tentative 
one and that the position of the Councils with re- 
spect to the foreign medical schools not listed has 
been that they neither approve nor disapprove of 
them. 
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In the years since the initial publication of this 


list, the number of graduates of foreign medical 
schools coming to the United States on either 
temporary or permanent visas has increased tremen- 
dously. The vast majority of physicians now enter- 
ing this country either for further study as interns 


Tasie 26.—States Requiring Annual Registration 


State Fee State Fee 
b North Carolina*® .......... 5.00 
2.000 North Dakota ............ 5.00 
District of Columbia...... 4.00 5.00 
Florida 1.00¢ f 
3.00 Pennsylvania ............. 1,00 
None Rhode Island ............. 1.00 
lowa 3.00 2.00 
Louisiana 10.00 WRERIDKCOD 7.00 
Minnesota 3.00 West Virginia® 2.00 
Missouri 5.00 3.00 
Montana 5.00 2.50 


Biennial Registration 
a. Residents 2, nonresidents 34 


Residents #2, 


nonresidents $10. 


Required by State Board of Health 
Residents $5, nonresidents $10 

Residents $2, nonresidents 85 

Residen is #20, nonresidents 


or residents or for permanent stay and medical li- 
consure have received their medical degrees from 
medical schools other than those listed. 

In February, 1958, the two Councils acted to 
withdraw the current list of foreign medical schools. 


Tasie 27.—Citizenship Requirements for Permanent 


California 
nal Zone 
istriet of Columbia 


\rizona 
Connecticut 
Hlinols 
lowa 

Maryland 

Wassachusetts 


\iabama 
\laska 
(\rkansas 
Colorado 
Delaware 
Florida 
Georgia 
Hawaii 
Idaho 
Kansas 


Licensure 


No Requirement 

Guam 

Indiana 

Utah 
Declaration of Intention 
Mississippi 

New Mexico 

New York 

North Dakota 
Oregon 
Pennsylvania 

Full Citizenship 

Kentucky 
Louisiana 

Maine 

Michigan 
Minnesota 
Missouri 

Montana 
Nebraska 

Nevada 

New Hampshire 


Virgin Islands 
Washington 


Rhode Island 
South Dakota 
Texas 
Virginia 
Wisconsin 


New Jersey 
North Carolina 
Ohio 
Oklahoma 
Puerto Rieo 
South Carolina 
‘Tennessee 
Vermont 

West Virginia 
Wyoming 


The withdrawal of this list and its accompanying 
recommendation is to become effective as of Jan. 1, 
1960. The Councils wish to emphasize that this 
notice of discontinuing the listing of foreign medi- 
cal schools is not intended to indicate any lowering 


of standards of the foreign medical schools that 
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TABLE 28.—Registration Policies for Citizens of Canada 
by Licensing Boards in the United States 


California 


Distriet of Columbia 


Hawaii 
Ilinois 


Massachusetts ........ 
Michigan 
Minnesota 


Montana ....... > 


Nevada 
New Hampshire ...... 
NOW 
New 
New York 
North Carolina ....... 
North Dakota ........ 


Orezon 
Pennsylvania ......... 
Puerto Ried 
Rhode Island ......... 
South Carolina 
South Dakota ....... 


nes 
Virgin Islands ........ 
Washington .......... 
West Virgiwia 


x Implies yes. 


dian Medical 
ire by 


for Licensure by Reciprocity 


lical Schools Outside of United 
on Such Credentials 


istrat 


United States 
Citizenship 
Requirement 


for Candidates 
from Canada 


Full Declara- Not 


Citizen- 
ship 


tion of 


Re- 


Intention quired 


x 


“ 


1. Issued temporary license renewable for five years or until full 


citizenship is ontained 


2. Internship completed in United States required. 


= 
& 
st ses 
SES 
5° 
S226 Gam 
ee 
Soo 235 
SE 
Sosa Soak 
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TABLE 29.—Status of Requirements for Medical Licensure for sh ssteoiale Trained in vores Countries Other than Canada*® 


xamination Fee, 


Dollars 


Required to Pass Examination 
E 


of Educational Council for 


Admitted Also on Reciprocal 


or Endorsement Basis 
Graduates of Schools Acce; 


Written Examination 
Internship in 

United States 

Recognition Limited to 

by A. M. A. and A. A. M. C. 
Foreign Medical Graduates 


Alabama 
Alaska .. 
Arizona 
Arkansas 
California 
Canal Zone . 
Colorado ... 
Connecticut . 
Delaware 
District of 
Columbia 


> ™ Additional Requirements 


“> Basic Science Certificate 


Citizenship 


Kentucky 
Louisiana ... 


Maryland 
Massachusetts .... 
Michigan 
Minnesota 
Mississippi .. 
Missouri 

Montana .. 


* See separate table applicable to Canadian citizens. 

** The withdrawal of the listing of foreign medical schools by the 
American Medical Association and the Association of American Medical 
Colleges, and its accompanying recommendation is to become effective 
as of January 1, 1960. 

x Implies yes. 

D Declaration of intention to become citizen of the United States. 


Additional Requirements 


Alabama. Candidate is eligible if he is certified by the National Board 
of Medical Examiners and approved. 

California. Two-year internship in an approved hospital in the United 
States, one of said years being in California. 

Colorado. Credentials must be submitted in original form and acecom- 
panied by translation and will be directly verified or documents 
should bear evidence of being visaed by the U. 8. Consul in the 
country wherein the school of graduation is or was located, 

Connecticut. Graduates of foreign medical schools not on accepted 
listing must be qualified by E. C. F. M. G. before serving as interns or 
residents. Minimum of three years of hospital training in approved 
hospital in United States or Canada required, one ye.r of which must 
be in general medicine. 

Delaware. Residence for one year required. 

Georgia. Reciprocity 6 gy may furnish certification of passing 
examination of E. F. M. G. in lieu of acceptable medical school, 
and applicants for cenmnaties are given consideration on an indi- 
vidual basis. 

Hawaii. Diplomates of National Board eligible on reciprocity basis. 

= Limited license for practice in hospitals maintained by the 


ate 

tadiana. Graduation from medical school approved by Indiana board, 
plus repetition of senior year in approved medical school in United 
States or two years’ postgraduate work in approved hospital in the 
United States. Postgraduate work must be obtained in states other 
than Indiana. 

lowa. Requirements include (1) medical diploma, (2) three years of 
residency training approved by the board, and (3) recommendation 
of the Educational Council of Foreign Medical Graduates. 

Kansas. Certificate from medical college specifying in detail the phy- 
sical equipment of the school, the curriculum, current catalog showing 
courses of study, and certificate that the college is recognized by 
authorities of such foreign country as qualifying its graduates for 
practice therein; diploma from such college; certificate of licensure in 
the country where graduated; one year of internship in the United 
States or certificates from reputable practitioners or teachers li- 
censed in United States who graduated from same school 

Kentucky. Applicant required to complete at least five years’ training 
in the United States in an institution approved by the board and to 
have successfully passed examination of National Board of Medical 
Examiners. 

Maryland. Graduates of recommended foreign medical schools may be 
admitted to examination after completion of one year of internship 
or residency in an approved hospital in the United States if their 
credentials are approved and have submitted at least two letters from 
the hospital authorities reeommending them as to professional ability 
and moral character. 

Graduates of foreign medical schools not on the recommended list 
who obtained the medical degree after Jan. 1, 1940, are not accepted 
unless they have served at least three years as an intern or resident 
in approved hospitals in the United States and have submitted at 
least two letters from each hospital recommending them as to their 
‘professional ability and moral character. 

Graduates of foreign medical schools, before Jan. 1, 190, whose 
schools were known to have had acceptable standards at the time 


} 


ndorsement Basis 
A. and A. A. 


Admitted Also on Reciprocal 
Graduates of Schools Accepted || 
Required to Pass Examination | 


of 


Foreign Medical Graduates 
Additional Requirements 


Written Examination 
Recognition Limited to 


Required 


> 
J 
3 ork 
United States 


‘itizenship 
Internship in 


* Basic Science Certificate 
by A. M. 


yo Examination Fee, 


Dollars 


Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico ... x 
New York . 
North Carolina... x 
x 
N 


North Dakota .... 
Ohio 

Oklahoma 

Oregon 

Pennsylv ania 
Puerto Rico 
Rhode Island 
South Carolina ... 
South Dakota 
Tennessee x 


x 06 x 
Not 
x 4 
x 

Accepted 


Not Accepted 
D 


x os D 
Not Accepted 
x ae x 


Vermont 
Virgin Islands . 
Virginia D 
Washington x 
West Virginia .... “a x 
Wisconsin 
Wyoming 

This summary should be supplemented by direet communication with 
the secretary of the licensing board of the state in which the physician 
is interested. 


x 
x x D x 
Not Accepted 


of graduation may considered if exetentiols and 
experience in the United States are acceptable. 

Ability to write and speak the English language clearly is a primary 
requisite. 

Massachusetts. Must furnish documentary evidence that education {* 
equivalent to that of graduates of United States medical schools 
and shall be required to take examination of National Board of 
Medica! Examiners who shall certify that the applicant has success- 
fully passed said examination 

Minnesota. Two-year internship is required. 

New Hampshire. Diplomates of National Board of Medical Examiners 
eligible on endorsement basis. Temporary license valid until citizen- 
ship is completed may be given. Considered on an individual basis 

New Jersey. Internship completed in foreign countries after July 1, 1934, 
not acceptable. Acceptance limited to sehools recognized by the board 
Considered on an individual basis. After Jan. 1, 1955, must have 
ee fae of three years’ training in a hospital approved by the 
voard 

North Carolina, At the discretion of the Board. 

Ohio. Graduates of schools of Continental Europe after 1943 are eligible 
if on accepted list. If not licensed in a foreign country must have one 
year in hospital in the United States: if not on accepted list, two 
years of training in an approved hospital in the United States. Con- 
sidered on an individual basis 

Oregon. The board at its discretion may utilize the facilities of the 
Edueational Council for Foreign Medical Graduates. Must show 
evidence of internship and/or residency of not less than two years in 
not more than two hospitals approved for such training. Less than 
an unqualified recommendation from the heads of these training 
programs shall preelude further consideration. 

Pennsylvania. Graduates of foreign medical schools, with the exception 
of those who matriculated before Oct. 1, 1957 in the schools approved 
by the board or those licensed by examination in another state, are 
required to pass the examinations of the Educational Counell for 
Foreign Medical Graduates. 

Rhode Island. F. M. ¢ 
to qualify after Jan. 1, 1958 

South Dakota. Applicant required to practice in an emergency area for 
four years under a temporary license and reappear before the board 
for permanent licensure. After July 1, 1955, only those cleared through 
IRO will be eligible 

Tennessee. All applicants must be from medical schools whose cur- 
riculum ejuals that of the University of Tennessee. Each applicant 
considered on an individual basis. 

Vermont, Certification by Educational Council for Foreign Medical 
Graduates or National Board of Medical Examiners required. 

Virgin Islands. Residence of six n onths required 

Virginia. Applicant must be licer sed to practice medicine and surgery 
in country in which school of graduation Is located or must have 
completed the course of study and passed examinations equivalent 
to those required for a diploma or license conferring such full right 
to practice. Two years of internship in approved hospital in the 
United States or Canada within the past five years prior to appli- 
eation or one year of study in an approved medical school in lieu 
of one year of the internship. If citizenship is not acquired within 
seven years after licensure, the license automatically becomes void. 

West Virginia. Applicant must be resident of the state for three years 
preceding application and recommended by local society. Certification 
by Educational Council for Foreign Medical Graduates considered. 

Wisconsin. 1953 Legislature established One Year Temporary Edueca- 
tional Permit, which authorizes graduates of unapproved foreign 
schools to obtain residency training in approved hospitals. May be 
renewed for two additional years. Educational Council for Foreign 
Medicai Graduates certification accepted as part of evaluation pro- 
cedure 


certification required for those who begin 


; 
Not Accepted x w 
x x x x x x os x x x w 
D x x x x 35 x iw x 
x x x x x x 2% ee ee x x 25 
on 
x x x x 25 x x aa x x 8 
x oe ee x x ee oe x x x x x 
eh! Idaho ............. Not Accepted x x ee x x 20 
Indiana ee ee x 2 ex os x x ® 
X D x x x x 25 Uta 
x x x x ee x 
ae x x x 
x x x x x x 
Kee .. x x 10 
oo x x x ee 50 
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Marginal 


+ 
PFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPFPF 
ARGENTINA 
1 Universidad Nacional de Buenos Aires Facultad de Ciencias 


Universidad Nacional del Litoral Facultad de Ciencias Medicas, 


AUSTRALIA 
5 University of Adelaide Faculty of Medicine.... 


6 University of Melbourne Faculty of Medicine. see 

7 University of Sydney Medical School.............. 01 

s University of Queensland Medical Sehool, Brisbane............... 01 
AUSTRIA 

Leopold Franvens Universitat, Medizinische Fakultat, Innsbruck 1 0 1 0 24 

11 Medizinische Fakultat der Universitat, Wien.................... 3 0 
BELGIUM 

13 Universiteit Gent Faculteit der Geneeskunde also Universite de 

14 Universite de Liege Faculte de Medecine.................. 1 6 

15 Universite Catholique de Louvain Faculte de Medecine 3 1 1 0 
BOLIVIA 


BRAZIL 


Universidade do Brazil Faculdade de 
Pharmacia, Rio de Janeiro............ ba 
BULGARIA 
21 University of Sofia Faculty of Medicine.......................55 1 0 
CHILE 
Universidad de Chile, Facultad de Ciencias Medicas, Santiago ........ .... O1.... 10 
CHINA 


Cheeloo University 
27 Hackett Medica) College for Women, Canton..... 
22 Woman's Christian Medical Colleze, Shanghai. 

20 National Collere of Medicine of Shanghai........ 
30 West China Union University School of Medicine, Chengtu, 


Szechwan head 3 0 02 01 
31 Army Medical Colleve, Peking, 10 4 
32 Chinese Medical College, Canton ia 
33 Dr. Sun Yat-Sen Medical Colleve Lingnan University, Canton.. he 1 1 
34 Aurora University French School of Medicine, Shanghai....... Bee 
35 Military Mediea] College, Nanking.......... 


National Central University Colleze of 


Medical Colleze, Kweiyanz, Kweichow. 


National Kweiyane 


40 Fukien Provincial Medical College, Foochow, Fukien........... 1 0 
41 Kwong Hua Medical College, Canton, Kwangtung.... < 
42 Hopeh Provincial Medical College, 
43 Hsiang Ya Medical College, 
COLOMBIA 
44 Universidad Nacional Facultad de Medicina, Bogota............ 12 10 
45 Universidad de Cartagena Facultad de Medicina, Cartayvena..... 


Universidad de la Habana Facultad de Medicina y Farmacia.... 
CZECHOSLOVAKIA 


51 Masarykova Universita Fakulta Lekarska, Brno................ +. 
DENMARK 
Kobenhavns Universitet Laezevidenskabelige Fakultet.......... 20 
DOMINICAN REPUBLIC 
- ECUADOR 
Universidad Central Facultad de Ciencias Medicas, Quito....... 10 
Universidad de Guayaquil Facultad de Medicina, Guayaquil..... 
EGYPT 


= = — 
3 °5 «Pennsylvania Medical School, Medical Department of St. John's aay) 
10 
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24 


Passed | 


vinia 
West Virginia 
Examined 
Failed 


Rhode Island 
Wyoming 


New York 
North Carolina 
North Dakota 
Pennsylvania 
South Dakota 


Orezon 


| New Hampshire 
Vi 


Michigan 
Minnesota 
Missouri 
Nebraska 
New Jersey 
New Mexico 


m | Nevada 


= 
7 


PF PFPFPEPF 


1.7 
100.0 


100.0 
0.0 


100.0 


66.7 
0.0 
100.0 


2 28 8 mw © 8 S81 3 BF 3 4 41 4 43 “4 16 ‘7 
q 
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: 
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1 & 


Marginal 18 


Marginal Number 
California 
Connecticut 
District of 
Columbia 

ansas 
Louisiana 
Maryland 
Massachusetts 


Alabama 
Arizona 
Delaware 
Georgia 
Illinois 
Indiana 
Iowa 


SCHOOL 


EL SALVADOR 


ENGLAND 
62 University of Cambridge Faculty of Medicine............. 0. as 
68 University of Durham Medical School, Kings College, Newcastle- 
65 University of Liverpool Medical School 10 10 vs we 
68 College of Physicians of London, Member of the Royal College 
ESTONIA 
FRANCE 
70 Universite de Lyon Faculte de Medecine et de Pharmacie 01 oe ad’ 
GERMANY 
76 Friedrich-Wilhelms Universitat Medizinische Fakultat, Berlin.... ........ O O 18 oe cence OB 
77 Rheinische Friedrich-Wilhelms Universitat Medizinische Fakultat, 
78 Friedrich-Alexanders Universitat Medizinische Fakultat, Erlangen ............ 10.... 8101 cs 
82 Ernst-Moritz-Arndt Universitat Greifswald Medizinische Fakultat, 
88 Universitat Heidelberg Medizinische Fakultat, Baden 2 
89 Ludwig-Maximilians Universitat Medizinische Fakultat, Munchen ........ 5 O.... 2 ee 412, 
9) Eberhard-Karls Universitat Medizinische Fakultat, Tubingen.... .. .. .. ee ee O 1 34. 
% Johann Wolfgang Goethe Universitat Medizinische Fakultat, 
% Medizinisehe Akademie Dusseldorf, se Douce B cv ve cece ch ce O ce 00 08 se se <0 
98 Medizinische Fakultat der Johannes Gutenberg Universitat, Mainz ............ 10.... 10 


Schlesische Friedrichs-Wilhelms Universitat Medizinische Fakultat, 


GREECE 


102 National University of Athens School of Medicine............... OS ys 24 10 20 - 805508 
108 Aristotle University of Salonica Faculty of Medicine, Salonika.. 11 
HAITI 
HUNGARY 

105 Magyar Kiralyi Pazmany Petrus Tudomanyegyetem Orvosi 

106 Magyar Kiralyi Ferenez Josef Tudomanyegyetem Orvostu- 

107 Magyar Kiralyi Erzsebet Tudomanyegyetem Orvostudomanyi, 

108 Magyar Kiralyi Tisza-Istvan Tudomanyegyetem Orvosi Fakul- 


University of Bombay 
110 University of Caleutta 


111 University of Madras Medical College.................. 
112 University of Uthal Medical College, Cutack 


Madresseh Teb, ann bx 


IRAQ 
Royal Iraq Medical College, Bagdad....................0eceeeeees 


IRELAND 
116 Queen's University Faculty of Medicine, Belfast........... vesceee 


118 University of Dublin School of Physic, Trinity College, Dublin. . 
Schools of Surgery, Royal College of Surgeons in Ireland, Dublin se ne 
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1s 


Passed 
Failed 


orth Carolina 
1ined 
Marginal Number 


West Virginia 
Puerto Rico 


Rhode Island 
Washington 
Examined 


Pennsylvania 
Wisconsin 


N 


North Dakota 
| South Dakota 


= | 


Nebraska 
New Mexico 
New York 
Wyoming 

| Hawaii and 


Michigan 
Minnesota 
Oregon 


Viy 
ty | 


| New Hampshire 


| Mississippi 


| 


= 


5 


| Missouri 
: 
| New Jersey 


PF PF PFPF PFPFPFPF PF PE PF 


l 
2 
12 
4 


100.0 


410.0 
25.0 
100.0 
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SCHOOL 
IRELAND—Continued 


Licentiate of the Royal College of Physicians of Ireland, Licenti- 

ate of the Royal College of Surgeons in Ireland................ 

Licentiate of the Apothecaries’ Hall, Dublin.....................+ 
ISRAEL 

Hadassah Medical School, Hebrew University, Jerusalem........ 
ITALY 


Universita degli Studi di Bologna, Facolta di Medicina e Chirurgia 
Universita degli Studi di Milano, Facolta di Medicina e Chirurgia 
Universita degli Studi di Catania, Facolta di Medicina e Chirurgia 
Universita degli Studi di Firenze, Facolta di Medicina e Chirurgia 
Universita degli Studi di Genova, Facolta di Medicina e Chirurgia 
Universita degli Studi di Messina, Facolta di Medicina e Chirurgia 
Universita degla Studi di Modena, Facolta di Medicina e Chirurgia 
Universita di Napoli, Facolta di Medicina e Chirurgia............ 
Universita degli Studi di Padova, Facolta di Medicina e Chirurgia 
Universita degli Studi di Palermo, Facolta di Medicina e Chirurgia 
Universita degli Studi di Parma, Facolta di Medicina e Chirurgia 
Universita devli Studi di Pavia, Facolta di Medicina e Chirurgia 
Universita degli Studi di Perugia, Facolta di Medicina e Chirurgia 
Universita degli Studi di Roma, Facolta di Medicina e Chirurgia 
Universita degli Studi di Siena, Facolta di Medicina e Chirurgia 
Universita di Torino, Facolta di Medicina e Chirurgia........... 
Universita degli Studi “Benito Mussolini’ di Bari, Facolta di 
Medicina e Chirurgia. 
Universita di Pisa Facolta di Medicina e Chirurgia 
JAPAN 
Tokyo Imperial University Faculty of Medicine.................. 
Navoya Medical Colleze..... 
Chiba University of Medicine. 
Okayama Medical Colleze................ 
Tohoku Iinperial University Medical Faculty, Sendai............. 
Kyoto Medical College.. 
Tokyo Charity Assoc ‘intion Medical 
Tokyo Women's Special Medical School. . 
Kelo Gijuku U nive rsity Medieal College, Toky 
Teikoku Women's Medical Pharmacdlogieal ‘ollege, 
versity, Tokyo..... 
Faculty of Medicine, Nihon U niversity, Tokyo... 
Faculty of Medicine, Hokkaido University, Sapporo, Hokkuido.. 
Kobe Medical College, Ikuta-ku, Kobe, Hyozo.................... 
Yamaguchi Prefectural University of Medicine.................... 
KOREA 
Severance Union Medical College, Keijo, Seoul.................... 
Seoul National University College of Medicine, Seoul... > 
Seoul Women's Medical College, Keijo, Seoul..................... 
LATVIA 
Latvijas Universitate Medicinas Fakultate, Riga................. 
LEBANON 
American University of Beirut School of Medicine................ 
Faculte Francaise de Medecine de l'Universite de St. 
Beyrouth.. 


LITHUANIA 
Vytauto Didziojo Universteto Medicinos Fakulteto, Kaunas.... 
MANCHURIA 
Mukden Medical Colleve, 
MEXICO 
Universidad Nacional Autonoma de Mexico Facultad de Medicina, 
Escuela de Medicina de Nuevo Leon, Monterrey m 
alvers idad de Guadalajara Facultad de Ciencias Medicas Vv 
Biolo rieas... 
Universidad Nacional de 
Escuela Nacional de Medic ina Homeopatico del Instituto Politec- 
nico Nacional, Mexico, 
Universidad Automoma “TE de Medicina, 
NETHERLANDS 
Universiteit van Amsterdam Geneeskunde Faculteit.............. 
Rijks-Universiteit te Groningen Medische Faculteit..... 
Rijks-Universiteit te Leiden Faculteit der Geneeskunde. he 
Rijks-Universiteit te Utrecht Faculteit der Geneeskunde.......... 
NEW ZEALAND 
University of New Zealand, Dunedin... 
NICARAGUA 
Universidad de Niearagua Facultades de Medicina en Leon y en 
Granada 


Sureste Facultad de Medicina, Merida, 


Guadalajara 


NORWAY 
Kongelige Frederiks Universitet Medisinske Fakultet, Oslo....... 
PERU 
Universidad Mayor de San Mareos de Lima Facultad de Medicina 
PHILIPPINES 


University of Santo Tomas Faculty of Medicine and Surgery, 
Manila.. 


s 
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xamined—Passed | = 


New York 
North Carolina 
North Dakota 
Pennsylvania 
Rhode Island 
South Dakota 
Washington 
West Virginia 
Wisconsin 
Wyoming 
xamined—F ailed 
Nutnber of Boards 
Examined By 
Marginal Number 


New Hampshire 
E 
E 


| Mississippi 


| 
| 
| New Mexico 


Michigan 

| Minnesota 
Missouri 

| Nebraska 


PF PF PF PFPFPFPF PF PF PF PF 


Nevada 
‘S| Hawaii and 
| Puerto Rico 


rs | 


oe 


See 


100.0 


100.0 
25.0 
0.0 
33.3 
0.0 
00 
0.0 
100.0 
0.0 


100.0 
66.7 
00 
100.0 


4 
1 
3 
1 
1 


50.0 
0.0 
33.3 


ome 


65.0 
25.8 
42.9 


76.9 


100.0 


24.0 
00 
17.5 
0.0 


0.0 


100.0 
0.0 
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Marginal Number 


2 
PHILIPPINES—Continued 
POLAND 
PORTUGAL 
Universidade de Coimbra Faculdade de Medicina cose O1.. cove O1 
Universidade de Porto Faculdade de co ve DO Boe ve 00 00 00 09 00 
RUMANIA 
Universitatea Regele Ferdinand I-iu din Cluj Facultatea de 
SCOTLAND 
University of St. Andrews Conjoint Medical School, St. Andrews 
University of Glasgow Medical 0. en 
Licentiate of the Royal Colleges of Physicians and Surgeons of 
Edinburgh, oe of the Royal Faculty of Physicians and 
SOUTH AFRICA 
University of Cape Town Faculty of Medicine, Cape Town 
SPAIN 
Universidad de Zaragoza Facultad de Medicina ° ee 
Universidad de Valencia Facultad de Medicina.................... ° ° 


SWEDEN 
SWITZERLAND 


TAIWAN 


TURKEY 


UNION OF SOCIALIST SOVIET REPUBLICS 
First Leningrad Medical Institute, agree 


ool Medical Institute, Kazan......... 
Kharkov Medical Institute, Kharkov. 
Tbilisi Institute of Medicine, Tbilisi.... 
Stalino Institute of Medicine, Stalino......... “ ee 
Samarkand Institute of Medicine, Samarkand.................... am © 
Ashkhabad Institute of Medicine, Ashkhabad... 
Daghestan Medical Institute, Makhach, Kala....... 
Byelorussian Medical Institute, Bazarnaya ul., Minsk... Sart a 
First Moscow Medical Institute, 
WALES 

YUGOSLAVIA 
Totals Examined—Passed ........ 1 3 1 136 3 8 160 8 2 1 1 114 «21 
Totals Examined—Falled soo 0 0 6 0 58 2 o 0 278 1 0 0 0 9 66 
1 8 18 1 56 6b 8 438 9 2 1 1 35 «(57 
Percentage Failed............0......06+ bstuseancioe buucachoreuesnes 0.0 0.0 0.0 39.9 0.0 29.9 40.0 0.0 50.0 0.0 63.5 11.1 0.0 0.0 0.0 25.7 36.7 63.2 
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Failed 


Pennsylvania 
Rhode Island 
South Dakota 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
Hawaii and 
Puerto Rico 
Totals 
Examined 
Examined 
Number of Boards 
Examined By 
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New Jersey 
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have been on the list. Rather, this action reflects 
the Councils’ inability to acquire and maintain a 
continuing, adequate knowledge of the educational 


TaBLe 31.—Physicians Examined on the Basis of Credentials 
Obtained in Countries Other Than the United States 
and Canada, 1930-1958 


rograms of the foreign medical schools whose 
Examined Passed Failed p 
167 ” 44.9 graduates come to the United States. 
4 ee The two Councils now recommend that agencies 
20 129 35.5 in the United States concerned with the medical 
qualifications of graduates of foreign medical 
= schools consider certification by the Educational 
1,164 716 38.5 Council for Foreign Medical Graduates as evidence 
that the recipient of such certification is possessed 
698 59.2 of medical knowledge comparable to that expected 
ere = United States and Canada. These two Councils 
45 55.8 further recommend that such certification be con- 
sidered as evidence of the quality of medical train- 
ing offered by the medical school attended by the 
1,045 54 47.9 holder of a certificate at the time of his graduation. 
The present requirements for foreign-trained phy- 
4 - es sicians seeking medical licensure in the United 
1,783 1,012 43.2 States and its territories and possessions are given 
a or — in table 29. This chart was developed in an effort 


to assist the for-ign-trained physician seeking licen- 


Tae 32.—Foreign-Trained Physicians Licensed By State Boards, 1946-1958 


Examination Reciprocity and Endorsement 

1946-1953 1954 1955 1956 1957 1958 Total 1946-1953 1954 1955 («1957 Total Total 
AIRDEMAR ocvdvcsscvccesedocesewenes 4 2 1 1 1 2 ll 3 0 0 0 1 0 1 15 
DEIREB: -ccs000e0 3 0 2 2 6 3 16 4 1 4 1 0 0 10 26 
MEIOE YS isiccsdccdceosess vee 1 0 0 0 0 0 1 1 0 1 0 0 0 2 3 
California 3M 83 135 129 90 98 919 49 1 0 0 0 0 nO 969 
Colorado ..... ") 1 8 0 4 1 49 9 0 0 0 0 0 0 49 
Connecticut ... Gs 13 13 2% 87 136 342 77 19 23 16 19 5 159 501 
Delaware 4 1 1 3 q 3 16 5 3 0 0 1 2 ll 27 
District of Columbia............++ 7 6 2 2 8 15 60 58 i4 10 12 16 26 136 196 
Florida EU 13 27 l4 28 M4 156 0 0 0 0 0 0 0 156 
Georgia . 19 6 2 5 5 8 45 7 3 3 6 2 1 22 67 
Idaho . 0 0 0 0 1 0 1 0 0 0 0 0 0 0 1 
IMinois ... his) 216 157 79 128 160 —-1,835 0 3 0 0 0 0 3 1,338 
Indiana . 3 20 2 3 6 8 42 7 16 4 9 21 17 74 116 
lowa 7 ) 4 12 7 2 47 30 2 1 1 3 1 38 85 
Kansas ) 1 3 5 2 1 17 0 0 0 0 0 0 0 17 
1 0 0 0 0 0 1 2 1 0 1 0 0 4 5 
DN 5 sys tracdevseesbesconenee 1 x 1 0 0 1 6 0 0 0 0 0 0 0 6 
Gdn bdnkahaunsssercokess$saese 2s 16 44 % 24 26 163 12 7 6 q 5 8 42 205 
134 44 71 126 1l4 6 1 0 1 1 0 553 
7 11 16 24 21 137 9 4 2 4 0 0 19 156 
31 25 40 23 30 31 180 11 7 17 23 14 86 266 
17 17 16 17 131 0 0 0 0 1 0 1 132 
7 1 2 0 2 5 17 2 0 0 0 0 0 2 19 
EEE <dupodtrocovntacestdscecsne 3y 4 4 ll 9 2 79 5 1 0 2 0 0 8 87 
ch 1 0 0 0 0 0 1 2 1 0 0 0 0 3 4 
EY TETAS pinch spebedsedaveces $ 0 0 1 1 1 6 7 1 0 0 1 3 12 18 
0 0 0 0 1 1 0 1 0 0 0 0 1 2 
4 3 6 5 1 27 20 6 3 5 7 48 75 
41 19 23 41 86 821 195 24 22 42 23 37 343 664 
2 3 0 3 2 14 16 1 1 2 0 0 20 34 
1,257 184 159 193 268 352 2,413 247 7 5 1 3 271 2,684 
22 0 0 1 1 32 5 1 2 1 1 1 ll 43 
North Dakota .....+..00 or 2 0 5 7 - | 1 40 0 0 0 0 0 0 0 40 
191 117 160 117 742 188 48 47 27 19 71 400 1,142 
owes 2 0 0 0 0 0 2 3 1 1 0 0 1 6 
Oregon ebebaecedsedrdesescecseous 1 0 0 0 0 1 2 0 0 0 0 0 0 0 2 
42 6 10 1 35 120 0 0 0 0 0 0 0 120 
oo 35 39 36 42 255 2 1 1 2 4 11 21 276 
1 0 0 0 0 0 1 0 0 0 0 0 0 0 1 
EE 0. cakasensdcsctsbee 1s 2 4 1 13 1 39 1 0 0 1 3 0 ) 44 


Vermont ....... 


39 23 D4 91 95 386 16 0 0 0 0 0 16 402 
Washington 21 5 5 7 9 12 59 13 4 6 5 7 17 §2 111 
West Virginia " 1 0 8 7 4 29 0 0 0 0 0 0 0 29 
WEE wsvencesbeoscabss 6 8 2 2 7 14 g 4 3 1 8 13 10 39 73 
SSE *: aS See 0 0 0 0 0 1 1 2 0 0 0 0 0 2 3 


U. 8, Possessions and 


Territories ... 


Totals ..... 


1,042 


1,012 


1,518 


11,350 


9,317 1,067 


* 
i Totals. 16,364 46.2 
by 
. 
4 
Texas 4 6 17 34 35 166 28 0 3 4 1 3 39 205 
Utah 0 0 0 0 0 0 0 0 0 0 0 0 0 
> SY 1 0 0 0 0 0 1 3 2 3 2 2 2 14 15 ' se 
63 29 30 35 72 71 300 24 3 0 2 5 5 39 339 
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sure in the United States. While an attempt has 
been made to present the situation as it exists, the 
table is intended to give only a summary of exist- 
ing requirements. Persons interested in licensure 
should supplement these data by communicating 
with the licensing boards. Medical licensure in the 
United States is a “state right” and is entirely under 
the jurisdiction of the governments of the individ- 
ual states. The power to license physicians is ex- 
ercised through the medical licensing board of 
each state, territory or possession. There is also 
available from the office of either Council a pam- 
phlet entitled “The Present and Future Status of 
Foreign Medical School Credentials in the United 
States” which contains helpful information to for- 
eign-trained physicians. 

Table 30 records the number of graduates of for- 
eign faculties of medicine examined for medical 
licensure by 43 boards in 1958. The figures include 
both American and foreign-born physicians edu- 
cated abroad. Graduates of the medical schools in 
the Philippines, New Zealand, 13 South and Central 
American countries, 26 countries in Europe, and 15 
countries in Asia were represented at examinations. 
The number totaled 2,567. Graduates of 231 medi- 
cal schools and four licensing corporations were ex- 
amined. The number who were successful was 
1,518; failures numbered 1,049, or 40.9%. More than 
75 graduates each from the University of Cuba, 
Munich, Athens, Rome, Mexico, and Geneva were 
tested in 1958, and more than 20 graduates from 33 
other schools were examined. The following eight 
states examined the greatest number of foreign- 
trained physicians. 


Examined Passed Failed, No. Failed, % 
New York 614 352 262 42.7 
Illinois 438 160 278 63.5 
Connecticut 194 136 58 29.9 
Virginia 189 95 ¢ 49.7 
Maryland 180 114 36.7 
Ohio 166 57.2 
California 165 98 39.9 
New Jersey 135 111 17.8 


Table 31 presents the number of graduates of 
foreign faculties of medicine examined for medical 
licensure in the United States in 29 years (1930- 
1958). In 1936 the number of foreign-trained phy- 
sicians seeking licensure in the United States began 
to increase, and by 1940 over three times as many 
were tested as in 1936. Beginning in 1944, the num- 
ber examined began to decrease until 1951, when 
there was a noticeable increase. In each succeeding 
year the number of examined has increased. In 
1958, the increase over the previous year was 268. 
At no time in the 29-year period did fewer than 
30% fail in a given year. 

In table 32 figures are given for 13 years showing 
the number of foreign-trained physicians licensed 
by each state board, both after written examination 
and by endorsement of credentials. Aggregate fig- 
ures are given for the years 1946-1953, inclusive, 
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TABLE 33.—Graduates of Foreign Medical Faculties 
Representing Additions to the Medical Profession, 1958 


Reciprocity 


anc 
Examination Endorsement Total 


Idaho 
I}linois 
Indiana 


= 


Kentucky 
Louisiana 
Maine . 
Maryland 
Massachusetts 
Michigan 


= 


a 


Minnesota 

Mississippi .. 

Missouri 

Nebraska 

Nevada 

New Hampshire 

New Jersey 

New Mexico 

New 


North Dakota 
Ohio 


Oregon ..... 

Pennsylvania 

Puerto Rico 

Rhode Island 

South Carolina 

South Dakota 

Tennessee 

Utah 


Virgin Islands 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Totals . 


TABLE 34.—Additions tu the Medical Profession Representing 
Graduates of Foreign Medical Faculties 1950-1958 
Reciprocity 


and 
Examination Endorsement Totals 

267 308 
425 % 40 
DAS 2 
62 2% 685 
749 2 772 

1,014 

1,166 


6,723 


Camel Bone 0 0 
District of Columbia ............. 12 17 
ae 2 2 
0 147 
9 17 
7 0 7 
10 ‘ M4 
0 0 0 
0 2 2 
75 0 75 
2 0 2 
249 0 249 
nuded 0 0 0 
67 0 67 
85 2 37 
0 0 0 
0 0 0 
Ver 0 0 0 
8 0 3 
‘ 
0 0 0 
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and for each individual year from 1954 to 1958. 
While table 31 reflects the candidates registered 
after examination only and indicates the percentage 
failing in each year, table 32 records the total li- 
censed in each state. In the period shown there 
were 9,317 licenses issued to foreign-trained physi- 
cians after written examination and 2,033 by en- 
dorsement of credentials. The total number of licen- 
tiates in both groups registered was 11,350. 
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Represented in table 33 are figures regarding the 
foreign-trained physicians registered in 1958 who 
were not previously licensed in the United States 
and who, therefore, are additions to the medical 
profession. There were 1,166 in this group, of whom 
1,129 were licensed by written examination and 37 
by endorsement of credentials. Comparative figures 
for eight previous years together with the figures for 
1958 are given in table 34. In eight years (1950- 


a ee Dr. D. G. Gill, Secretary, State Office 
Building, Montgomery 4. 

Dr. W. M. Whitehead, Secretary, 172 
S. Franklin St., Juneau. 

Mr. Robert Carpenter, Executive Sec- 
retary, 826 Security Bldg., Phoenix. 

Dr. Joe Verser, Secretary, Harrisburg. 

Dr. Louis E. Jones, Secretary, Room 
536, 1020 N St., Sacramento. 

Dr. Eric R. Osterberg, Health Direc- 
tor, Balboa Heights. 

Dr. John B. Farley, Secretary, 715 Re- 
public Bldg., 1612 Tremont Place, 
Denver 2. 

Connecticut...........00+++ Dr. Stanley B. Weld, Secretary, 160 
St. Ronan St., New Haven. 

Dr. Joseph S. McDaniel, Secretary, 


Professional Bldg., Dover. 
District of Columbia....Mr. Paul Foley, Deputy Director, 1740 
Massachusetts Ave., N.W., Washing- 


ton. 

Dr. Homer L. Pearson, Secretary, 901 
N.W. 17th St., Miami 36 

Mr. Cecil L. Clifton, Secretary, 224 
State Capitol, Atlanta 3. 

Dr. John E. Kennedy, Secretary, Mari- 
anas Islands, Agana. 

Dr. I. L. Tilden, Secretary, 1020 
Kapiolani St., Honolulu. 

Mr. Armand L. Bird, Executive Secre- 
tary, 364 Sonna Bldg., Boise. 

Mr. Fredric B. Selcke, Superintendent 
of Registration, Capitol Bldg., Spring- 
field. 

Miss Ruth V. Kirk, Executive Secre- 
tary, 538 K. of P. Bldg., Indianapolis. 

Mr. Ronald V. Saf, Executive Secre- 
tary, State Office Building, Des Moines 
19. 

Dr. F. J. Nash, Secretary, New Brother- 
hood Bldg., Kansas City. 

Dr. Russell E. Teague, Secretary, 620 


South Third St., Louisville 2. 
Dr. Edwin H. Lawson, Secretary, 930 
Hibernia Bank Bldg., New Orleans 12. 


Louisiana.. 


Dr. Stephen A. Cobb, Secretary, San- 
ford. 

Dr. Frank K. Morris, Secretary-Treas- 
urer, 1211 Cathedral St., Baltimore 1. 

Massachusetts.............. Dr. David W. Wallwork, Secretary, 
State House, Room 37, Boston 33. 

Dr. E. C. Swanson, Executive Secre- 
tary, 118 Stevens T. Mason Bldg., 


West Michigan Ave., Lansing 8. 
Dr. F. H. Magney, Secretary, 230 

Lowry Medical Arts Bldg., St. Paul 2. 
Dr. R. N. Whitfield, Assistant Secre- 
tary, Old Capitol, Jackson 13. 


Mr. John A. Hailey, Executive Secre- 
tary, State Capitol Building, P. O. Box 
4, Jefferson City. 


Dr. Thomas L. Hawkins, Secretary, 
555 Fuller Ave., Helena. 

Mr. R. K. Kirkman, Director, Room 
1009, State Capitol Build., Lincoln 9. 

Dr. George H. Ross, Secretary, 112 
North Curry St., Carson City. 

New Hampshire........... Dr. Edward W. Colby, Secretary, 61 
South State St., Concord. 

New Jersey............00+0++ Dr. Royal A. Schaaf, Secretary, 28 
West State St., Trenton. 

New Mexico................. Dr. R. C. Derbyshire, Secretary, 227 
East Palace Ave., Santa Fe. 

Dr. Stiles D. Ezell, Secretary, 23 South 
Pearl St., Albany 7. 

North Carolina............. Dr. Joseph J. Combs, Secretary, 716 
Professional Bldg., Raleigh. 

North Dakota............... Dr. C, J. Glaspel, Secretary, Box 228, 
Grafton. 

Dr. H. M. Platter, Secretary, 21 West 
Broad St., Columbus 15. 

Dr. E. F. Lester, Secretary, 813 Bran- 
iff Bldg., Oklahoma City. 

Mr. Howard I. Bobbitt, Executive Sec- 
retary, 609 Failing Bldg., Portland 4. 

Pennsylvania................ Mrs. Margaret G. Steiner, Secretary, 
Box 911, Harrisburg. 

Mr. Joaquin Mercado Cruz, Secretary, 
Box 9156, Santurce. 

Rhode Island................ Mr. Thomas B. Casey, Administrator, 
366 State Office Bldg., Providence. 

South Carolina............. Dr. Harold E. Jervey Jr., Secretary, 
1329 Blanding St., Columbia. 

South Dakota............... Mr. John C. Foster, Executive Secre- 


tary, 300 First National Bank Bldg., 
Sioux Falls. 

Dr. H. W. Qualls, Secretary, 1635 Ex- 
change Bldg., Memphis 3. 


Dr. M. H. Crabb, Secretary, 1714 
Medical Arts Bldg., Fort Worth 2. 

Mr. Frank E. Lees, Director, 324 State 
Capitol Building, Salt Lake City 1. 

Dr. F. J. Lawliss, Secretary, Richford. 

Virgin Islands.............. Dr. Rudolph U. Lanclos, Secretary, 
Charlotte Amalie. 

Dr. K. D. Graves, Secretary, 631 First 
St., S.W., Roanoke. 

Washington................+ Mr. Thomas A. Carter, Administrator, 
Capitol Building, Olympia. 

West Virginia............... Dr. Newman H. Dyer, Secretary, 
State Office Building, No. 3, Charles- 
ton 5. 

er Dr. Thomas W. Tormey Jr., Secretary, 


1140 State Office Bldg., 1 West Wilson 
St., Madison. 
Wyoming............0.00000. Dr. Franklin D. Yoder, Secretary, State 
Office Building, Cheyenne. 
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who were added to the physician population of 
the United States, 6,483 obtaining licensure by 
written examination, and 240 by endorsement of 
credentials. 


BOARDS OF EXAMINERS IN THE BASIC 
SCIENCES 


Basic science laws currently exist in 21 states 
and the District of Columbia. The enactment of a 
basic science law provides for the establishment of 
a state board of examiners in the basic sciences un- 
derlying the practice of the healing art, to provide 
for its organization and powers, to provide that cer- 
tificates by that board be a prerequisite to eligibili- 
ty for examination for licenses to practice the heal- 
ing art, and to define the healing art. Basic science 
boards have no licensing powers. The healing art, 
as defined in the statutes, includes any system, 
treatment, operation, diagnosis, prescription, or 
practice for the ascertainment, cure relief, pallia- 
tion, adjustment, or correction of any human dis- 
ease, ailment, deformity, injury, or unhealthy or 
abnormal physical or mental condition. 

Table 35 lists the states where basic science laws 
exist and the year of enactment. Minnesota, Ne- 
braska, and Washington, in 1927, were the first 
states to effect such legislation; Kansas under a 
“Healing Arts Act”, in 1957, was the last state to re- 
quire such certification. 

The specific basic sciences designated in the leg- 
islation vary with the different laws. All boards ex- 
amine in anatomy, pathology, and physiology, and 
the majority include bacteriology and chemistry. 
Ten include Hygiene, two diagnosis, and one re- 


TABLE 35.—States Having Basic Science Laws and 
Year of Enactment 


Distriet of Columbia.......... 1929 1940 
1927 400.0506 1925 


quires public health. Table 36 lists the basic science 
boards and the subjects in which examinations are 
required. 

The laws in some states provide for certification 
without examination by exemption, waiver, reci- 
procity, or endorsement. The credentials acceptable 
for certification by one of these methods are out- 
lined in table 37. 
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The results of examinations given and the num- 
ber of certificates issued on the basis of waiver, 
exemption, reciprocity, or endorsement, as reported 
by the basic science boards during 1958, are shown 
in tables 38 and 39. The laws generally do not 


TABLE 36.—Subjects Included in Basic Science Examinations 


Pa- 
Anat- Bacte- Chem- Diag- Hy- thol- Physi- Publie 
omy riology istry nosis giene ogy ology Health 


x x x x x x 
x x x x x x 
Arkansas ....... x x x x x x 
x x x x x 
Connecticut ..... x x x x x 
District of 

Columbia ..... x x x x x 
x x x x x 
anes x x x x x x 
x x x x x 
Michigan ........ x x x os x x 
Minnesota ...... x x x x x x 
Nebraska ....... x x x x x x 
x x x x x 
New Mexico ..... x x x x x 
Oklahoma ...... x x x we x x 
x x x x x x 
Rhode Island ... x x x x x 
South Dakota .. x x x x x 
Tennessee ....... x x x 6 x x oe 
IE. <seinconseo> x x x x x x x 
Washington .... x x x x x x 
Wisconsin ....... x és Me x x x 


specify that a candidate reveal his school of prac- 
tice but were developed for the purpose of insur- 
ing, insofar as possible, that all individuals who 
enter into the area of the healing arts have what is 
considered to be an adequate preparatory back- 
ground. Table 38 records the total number of can- 
didates reported by the several boards as having 
been examined and the number who passed and 
failed. No attempt has been made to differentiate 
the schools of the healing arts represented by the 
‘andidates examined or certified. Twelve boards 
either had no failures or did not report figures for 
failures. The percentage of candidates failing is 
given for those states that did submit these data. 

The 22 boards in operation in 1958 examined 
4,600 candidates and granted certificates of profi- 
ciency in the basic sciences by written examination 
to 3,592 individuals. In addition, as noted in table 
39, there were 2,677 certificates issues by reciproc- 
ity, endorsement, exemption, or waiver by 21 
boards. The number of applicants registered with 
or without examination in 1958 was 6,269. Of these, 
Texas issued 741, Florida 666, Michigan 571, and 
Wisconsin 508. Other states ranged from Alaska 
with 22 to Arkansas with 456. 

In the 32 years since the enactment of the first 
such laws (table 40) 95,069 certificates in the basic 
sciences have been issued, 66,282 by examination 
and 29,787 by reciprocity, endorsement, exemp- 
tion, or waiver. The percentage of failures in this 
period was 20.5. 
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The fees for certification in the basic sciences in 
the states requiring such certification are given in 
table 41. Examination and endorsement meetings 
are held in most instances semiannually, although 
some boards meet quarterly. THe JourNaL pub- 
lishes semimonthly the future dates of examination 
and reciprocity or endorsement meetings of all basic 


science boards. 


Alaska 

Physicians are accepted on reeiprocity from those states with 
which the board of medical examiners has established reciprocal 
agreements. 


Arizona 
A reciprocal certificate issued on the basis of a basie seience cer- 


tifleate that has been obtained by an examination before the 
issuing board and provided that at least four subjects were 
passed at one sitting unless the state in question examines in 
fewer than four of the six subjects required by the Arizona law. 
Reciprocity will be extended to those applicants who were 
licensed to practice in a state prior to the passage of the basic 
science law of that state 
Arkansas 

Reciprocity on the basis of written examination taken before all 
states having basic science laws except Florida, lowa, and Ten- 
nessee, The credential of the National Board of Medical Exam- 
iners is acceptable for reciprocal registration. State medical 
board examinations in the basie science subjects are acceptable 
when they are deemed to be equivalent to the Arkansas basic 
science examination 


Colorado 
Reciprocity as to examination with the following basie science 


hoards: Alaska, Arizona, Arkansas, District of Columbia, Kan- 
sas, Michigan, Minnesota, Nebraska, Nevada, New Mexico, Okla- 
homa, Oregon, Rhode Island, South Dakota, Tennessee, Texas, 
and Washington. 

Reciprocity as to examination with the lowa Basie Science Board 
is granted to those candidates having made original application 
to that board on or before June 1, 1949, Candidates making 
application after that date and holding a certificate must meet 
the minimum requirements, i.e., that the candidate pass an 
examination in the basic seiences under a basic science board 
and that he pass, at one sitting, at least four of the five sub- 
jects given by the basie science board of Colorado, with subse- 
quent passing of the fifth subject. 

With Connecticut and Wisconsin there is reciprocity as to exam- 
ination in the subjects of anatomy, physiology, and pathology. 
Candidates from these states are required to pass the examina- 
tions in chemistry and bacteriology. 

Connecticut 

No reciprocity with other basie science boards, Certification by 
endorsement obtainable by diplomates of the National Board 
of Medical Examiners or to candidates holding a license ob- 
tained by examination in another state. The latter is acceptable 
only after three years’ professional activity. 

District of Columbia 

Reciprocity has not been established with the basic science boards. 
The basie science board may exempt an applicant. All applica- 
tions are considered on an individual basis. Basie science exam- 
ination as part of a medical license used for reciprocal licensure 
would be acceptable if licensure was granted. 

Florida 

No reciprocity, waiver, or exemption policies. 

lowa 

All applications considered on an individual basis. May accept 
examination results of other boards if, in the opinion of the 
lowa board, the examination is considered equal to that of the 
lowa board. 

Kansas 

No formal reciprocal agreements. Board will consider on an 
individual basis acceptance of examinations given by other 
basic science board, state medical boards, and part 1 of the ex- 
amination of the National Board of Medical Examiners. 

Michigan 

Certificates issued by examination are accepted for registration 
by waiver from the basie seience boards of Alaska, Arizona, 
Arkansas, Colorado, Distriet of Columbia, lowa, Kansas, Min- 
nesota, Nebraska, Nevada, New Mexico, Oklahoma, Oregon, 
Rhode Island, South Dakota, Tennessee, Texas and Wisconsin. 

Applicants who present certificates from the Wisconsin Basic 
Science Board are examined in bacteriology and chemistry. 

The Michigan Board may accept, in lieu of its own examination, 
the basie selence portion of the examination given by any 
legally constituted examining or licensing board in the healing 
arts if such examination is equal or equivalent to the examina- 
tions given by the Michigan Board. 

Minnesota 

Reciprocity on an automatic basis with the basic science boards 
of Colorado, Nebraska, Oregon and Tennessee (after Feb. 9, 
1950), and on the basis of having passed part 1 of the examina- 
tion of the National Board of Medical Examiners. 

Reciprocity on an individual basis with the basic science boards 

of Alaska, Arizona, Connecticut, Michigan (grades must be 75% 
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In 1958 there were 4,600 examinations given by 
basic science boards; 3,592 were successful and 
1,008 were unsuccessful, thereby failing to give evi- 
dence of basic preparation adequate to qualify for 
further consideration for licensure. Figures on how 
many individuals these 1,008 failures represent were 
not available for this report. The boards are not 
uniform with respect to repetition of examinations 


or more in each subject), Nevada, New Mexico, Oklahoma, 
South Dakota, and Texas. 

Reciprocity on an individual basis with the medical licensing 
boards of California, Indiana, Kansas, Kentucky, New York 
(subsequent to 1925—any before 1925 required to take examina- 
tions in bacteriology and pathology), Oklahoma, Texas, Ver- 
mont, Virginia, Washington (grades must be 75% or more in 
each subject), and West Virginia. 

Partial credit granted for grades in certain subjects passed in 
examinations of medical licensing boards of Alabama, Georgia, 
Louisiana, Maryland, North Carolina, Washington, and Wis- 
consin. 

Nebraska 

The board will permit waiver of examination. Applications are 
considered individually. States eligible for consideration are 
those granting exemptions from examination to those from 
Nebraska where the conditions of the laws and regulations have 
heen met, even though these conditions differ somewhat from 
those of Nebraska. Waiver applied to both basie science boards 
und medical boards. 

Nevada 

Reciprocity on the basis of written examination with the basie 
science boards of Arizona, Colorado, Iowa, Minnesota, New 
Mexico, Oklahoma, Oregon, South Dakota, Tennessee, Texas, 
and Washington. Waiver with basic science boards of Arkansas, 
Florida, Michigan and Nebraska. Applicants holding a Wiscon- 
sin Basie Science certificate must be examined in bacteriology 
and chemistry. 

New Mexico 

By reciprocity with Arizona, Arkansas, Colorado, Iowa, Michi- 
gan, Minnesota, Nevada, Oklahoma, Oregon, Rhode Island, 
South Dakota, Tennessee, Washington, and Wisconsin. Certifi- 
eates granted by waiver to doctors who have been in continu- 
ous practice for thirty consecutive years or more and who have 
taken and passed examinations in the basic sciences. 

Oklahoma 

Applicants are reviewed on an individual basis. If qualified, will 
be accepted provided other state extends a like privilege to those 
holding basic science certificate of Oklahoma Board. A basic 
science certificate is not a prerequisite for licensure by reciproc- 
ity but is a requirement for licensure by examination. 

Oregon 

Reciprocity with the basie science boards of Arizona, Arkansas, 
Colorado, Iowa, Michigan, Minnesota, Nebraska, Nevada, New 
Mexico, Oklahoma, South Dakota, Tennessee, Texas, Washing- 
ton, and Wisconsin. 

Rhode Island 

Endorsement after oral examination with Massachusetts Board 
of Registration in Medicine and basic science boards of Colo- 
rado, District of Columbia, and Oklahoma. 

South Dakota 

Reciprocity with the basic science boards of Alaska, Arizona, 
Arkansas, Colorado, Iowa, Kansas, Michigan, Minnesota, 
Nebraska, Nevada, New Mexico, Oklahoma, Oregon, Rhode 
Island (on an individual basis), Tennessee, Texas, Washington, 
and Wisconsin. 

Tennessee 

Reciprocity with all basie science boards except Arkansas, Con- 
necticut, Florida, lowa, New Mexico, Rhode Island, and Wis- 
consin. 

Texas 

Reciprocity with the basie science boards of Alaska, Arizona, 
Arkansas, Colorado, Iowa, Michigan, Minnesota, Nebraska, 
Nevada, Oklahoma, Oregon, South Dakota, Tennessee, and 
Washington. Applicants from Wisconsin required to pass ex- 
amination of Texas board in bacteriology, chemistry, and 
public health and hygiene. 

Washingtoa 

Reciprocity with all basic science boards. 
Wisconsin 

Waiver to commissioned officers of the armed forces or the Pub- 
lie Health Service to an applicant who has passed part 1 of 
the examination of the National Board of Medical Examiners, 
to a physician licensed to practice medicine in a state not 
having a basic science law or licensed in a state before the 
establishment of a basic science board provided he has served 
an internship or has practiced for at least one year since the 
license was granted, to a physician licensed in Canada, and to 
foreign trained physicians holding an M.D. degree from an 
acceptable school who are licensed to practice medicine in the 
country in which the school attended is located. Reciprocity is 
also granted on the basis of written examination with all 
states having basic science boards. 
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that have been failed and the accumulation of 
credit. The variance which exists in the evaluation 
methods of the states makes it impossible to ana- 
lyze the figures on a comparable basis from state to 
state. 

Although it is recognized that the data presented 
may be useful to those seeking licensure in these 
states, it is advisable to supplement the information 
by direct communication with the basic science 
board. The present executive corresponding officer 
of each of the 22 basic science boards is as follows: 


Alaska . R. Harrison Leer, Room 204, 
Alaska Office Bldg., Juneau. 

Mr. Herman E. Bateman, University 
of Arizona, Tucson. 

Mr. S. C, Dellinger, Zoology Depart- 

ment, University of Arkansas, Fayette- 

ville. 

Dr. Esther B. Starks, 1459 Ogden St., 

Denver 18. 

Connecticut...............6 Mrs. Regina G. Brown, 258 Bradley 
St., New Haven 10. 

District of Columbia...Mr. Paul Foley, 1740 Massachusetts 
Ave., N. W., Washington 6. 

Mr. M. W. Emmel, Box 340, Gaines- 
ville. 

Mr. Elmer W. Hertel, Wartburg Col- 
lege, Waverly. 

ROE Dr. L. C. Heckert, Pittsburg State 
Teachers College, Lansing. 

Mrs. Anne Baker, 116 Stevens T. Ma- 

son Bldg., W. Michigan Ave., Lan- 

sing 15. 

Dr. Raymond N. Bieter, 165 Millard 

Hall, University of Minnesota, Min- 

neapolis. 

Mr. R. K. Kirkman, Room 1009, State 
Capitol Bldg., Lincoln 9. 
Dr. Donald G. Cooney, Box 9005, 
University Station, Reno. 

New Mexico................. Mrs. Marguerite Cantrell, Box 1522, 
Santa Fe. 

Mrs. Lucille Haidek, 813  Braniff 
Bldg., Oklahoma City. 
Dr. Earl M. Pallett, State Board of 
Higher Education, Box 5175, Eugene. 

Rhode Island................ Mr. Thomas B. Casey, 366 State Of- 

fice Bldg., Providence. 

Dr. Gregg M. Evans, 310 E. 15th St., 

Yankton. 

Dr. O. W. Hyman, 62 S. Dunlap St., 

Memphis. 

Bro. Raphael Wilson, 407  Perry- 
Brooks Bldg., Austin. 

Washington..............6. Mr. Thomas A. Carter, Department of 
Licenses, Capitol Bldg., Olympia. 

Wisconsin.....................Mr. William H. Barber, 621 Ransom 
St., Ripon. 


Colorado 


Minnesota 


South Dakota 


Tennessee 
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NATIONAL BOARD OF MEDICAL 
EXAMINERS 


The National Board of Medical Examiners is a 
voluntary and unofficial examining agency, the 
purpose of which is to prepare and to administer 
qualifying examinations of such high quality that 


TABLE 38.—Applicants Examined in Basic Sciences, 1958 


or 
Examined Passed Failed Failed 


Arkansas 
Colorado 


Michigan 
Minnesota 


South Dakota 
‘Tennessee 


Washington 
Wisconsin 


* Failure data not reported. 


TABLE 39.—Basic Science Certificates Issued by Examination, 
Reciprocity, Endorsement, Exemption, or Waiver, 1958 

Certified by 

Reciprocity, 

Endorsement, 
Exami- Exemption, Total 

nation or Waiver Certified 


21 
Arizona 5 112 
Arkansas 40 
Colorado bd 122 


Distriet of Columbia 
Florida 


Michigan 

Minnesota 

Nebraska 


Oregon 

Rhode Island 
South Dakota 
‘Tennessee 


Washington 
Wisconsin 


Total 


legal agencies governing the practice of medicine 
within each state may at their discretion grant suc- 
cessful candidates a license without further exam- 
ination. 

It is the function of the individual states to de- 
termine who shall practice within their borders and 
to maintain high standards of medical practice in 


4 
806 416 390 48.4 
ag Commeeticut 219 219 
lee District of Columbia.................. 30 21 9 800 : 
453 234 219 «48.8 
249 249 
be 22 
169 
465 
277 j 
Con 219 121 340 
21 187 208 : 
234 337 671 i 
249 167 416 
ie 
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accordance with their own rules and regulations. 
In recognition of the thoroughness and widely ac- 
cepted standards of the National Board examina- 
tions, its certificate is accepted as a suitable quali- 
fication for the practice of medicine by 46 licensing 


TaBLe 40.—Candidates for Basic Science 
Certification, 1927-1958 


Reciprocity, 
9 Examination Endorsement, 
No.of - “~ ————. Exemption, Total 
Boards Passed Failed % Failed or Waiver Certified 
5 204 33 10.0 27 321 
617 19 636 
7 641 8% 126 75 716 
7 636 127 16.6 122 758 
7 634 194 141 775 
3 7 634 101 13.7 118 72 
557 1060 131 688 
9 751 138 
10 7 162 «168 114 908 
10 a7 181 16.4 243 1,160 
12 1,102 242 «18.0 202 1,304 
12 1,096 230 «17.8 298 1,389 
4 1,110 249 18.3 1,021 2,131 
16 1,298 200 «18.3 346 1,639 
17 1,751 378 «17.5 353 2,104 
17 1,725 4997 22.8 304 2,029 
18 2,309 0 382 2,691 
18 2,144 605 20 309 2,453 
18 2,339 21.38 584 2,993 
19 2,558 69222 1,474 4,032 
19 2,633 5 960 3,598 
19 3,088 7R9 20.6 1,418 4,456 
3,656 1,515 290.5 1,480 5,136 
20 3430 «1,340 28.1 2,526 5,956 
21 3,198 735 18.7 1,939 5,187 
2 21 3,806 1,346 6.1 1,924 4,730 
21 3,86 1,220 24.0 1,899 5,758 
3,041 874 18.2 1,976 5,917 
21 3,474 447 11,1 1,936 5410 
3,734 16.6 2,373 6,107 
2 4,024 «17.8 2,288 6,307 
i: 22 8,592 1,008 21.9 2,677 6,269 
Total ... (6,282 «17,141 20.5 29,787 95,069 


TasLe 41.—Basic Science Registration Fees 


Distriet of Columbia Rhode Island .............0505 10 


Fee for registration without examination: ! $25; 2 850; * $20, nonresi- 


dents; #25 reciprocity; * $75, reciprocity; $12.50 reexamination per sub- 
ject; 850, reciprocity; $10 reexamination. 

Z authorities in the states, the District of Columbia, 
and the territories of the United States. A number 

’ of the boards of examiners in the basic sciences ac- 


cept the examination of the National Board of Med- 
ical Examiners in lieu of their own examination. 

The examinations are divided into three separate 
parts. Examinations in parts 1 and 2 are held at 
approved medical centers in the United States and 
Canada. Part 3 is administered by examining boards 
in 37 centers throughout the United States. 
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The National Board admits to its examinations 
any student or graduate of an approved medical 
school in the United States or Canada. A candidate 
is eligible for part 1 who has completed the formal 
courses of the first two years in an approved medi- 
cal school; eligibility for part 2 calls for completion 
of a four-year medical course in an approved medi- 
cal school; a candidate is eligible for part 3 if he 
has passed parts 1 and 2, received a degree of doc- 
tor of medicine, and served at least one year in 
an approved hospital internship. 

Although previously accepting graduates of cer- 
tain foreign medical schools, the National Board 
does not, at the present time, admit to its examina- 
tions leading to certification any graduates of 
medical schools outside the United States and its 
territories and Canada. 

Upon receipt of a request initiated by a state 
licensing board, a specialty board, or a medical 
school, an individual may be admitted to certain 


TABLE 42.—National Board Examinations in Part 1, 1922-1958 


Total % 


D 

Date Examinations Passed Incomplete Failed Failed 

es Te 3,161 2,074 810 277 11.8 
September, 1958....... 1,049 369 620 60 14.0 
4,210 2,443 1,430 337 12.1 
591 415 107 20.5 
ss 608 400 158 28.3 
625 436 104 85 16.3 
702 452 159 91 16.8 
843 533 231 79 12.9 
1,096 675 331 11.8 
1,260 sol B45 12.5 
1,307 S47 371 9.5 


1,653 1,069 375 209 16.4 


1,867 1,204 471 192 13.8 
2,656 1,441 258 14.9 
> 4,229 2,326 1,465 438 1.9 
3,865 2,106 1A75 284 11.8 
3,148 1,695 1,189 264 13.5 
3,514 1,844 1,352 318 14.7 
0 3,807 2,178 1,262 367 14.4 
3,823 2,337 1,243 243 v4 
3,678 2,358 334 9.0 
dek 3,520 2,158 1,038 329 9.3 
4,278 2,866 980 432 13.0 
8,252 2,286 677 289 11.2 
thbikbacecescatses 3,196 1,735 1,173 288 14.2 
3,475 2,675 290 10.8 
4,210 2,443 1,430 337 12.1 

82,725 50,616 24,431 7,678 13.2 


National Board examinations in order to satisfy 
special requirements or regulations of the licensing 
board, specialty board, or the medical school. In 
such cases the individual is not considered a can- 


ar 
1,234 782 316 136 14.8 
1,435 871 415 149 14.6 
4 
4 
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didate for National Board certification. He is ad- 
mitted to the examinations as a service to the board 
or school initiating the request and the grades 
are, therefore, sent only to the board or school 
concerned. 

An increasing number of medical schools are 
finding National Board examinations useful as an 
impartial evaluation of their students in compari- 


TABLE 43.—National Board Examinations in Part 2, 1922-1958 


Total % 
Date Examinations Passed Incomplete Failed Failed 


232 212 Ww 


Totals 2,625 15 
0 
2 
0 
0 


583 

G20 

716 

803 

815 

sad 

1,031 

1,805 

1,350 

1,565 

1,782 

14613 

48. 1,725 
1949, 737 1,691 
1950. 1,837 
2,017 

2,001 

2,145 


277 «121,680 
son with students of other schools. A medical 
school may use the National Board examinations 
for an entire class of students when the school 
wishes to have an objective extramural test in indi- 
vidual subjects or as a comprehensive examination. 
Twenty-nine medical schools are using to some 
degree the services of the National Board of Medi- 
cal Examiners. Medical schools may also request 
that a foreign medical student who is being con- 
sidered for admission to advanced standing be 
permitted to take National Board examinations 
in order to determine the level of his medical 
knowledge. 

The most notable addition to the services ren- 
dered by the National Board is the preparation 
and administration of the examinations of the Edu- 
cational Council for Foreign Medical Graduates. 

The written examinations of parts 1 and 2 all 
are of the objective, multiple-choice type and may 
be taken by students during the course of their 
training in the medical school. Each of the six 
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examinations of part 1 and part 2 is developed by 
a separate committee which is appointed by the 
Board and consists of about six members, includ- 
ing department heads, teachers, and clinicians with 
recognized prominence in their own fields. These 
committees have wide geographic distribution. 
Part 3 is a clinical and practical examination of 
the candidate’s ability in critical observation, in 
diagnostic acumen, and in the principles of therapy. 
The examination is divided into four periods allo- 
cated to the four major elements of general prac- 
tice. In addition, essay type examinations are in- 
cluded in the clinical subjects of part 3. 

Examinations in part 1 were held during 1958 
in June and September and in part 2 in April and 
June. The part 3 examination is given in late June 
with a small limited interim examination in the 
late fall. 

The tables that are presented refer to the results 
of examinations in all three parts since 1922, in- 
cluding the number who passed and failed exami- 
nation and the number certified. This is the 37th 
annual compilation of these statistics. The board's 


TABLE 44,—National Board Examinations in Part 3, 1922-1958 
Total %e 
Examinations Passed Failed Failed 


ew 


first examination was given in October, 1916, From 
that date and up to and including a test given in 
June, 1921, 11 examinations were given and 268 
candidates were certified. Since 1922 the examina- 
tion has been divided into three parts. 

Tables 42 and 43 record the results of examina- 
tions given in parts 1 and 2 during 1958 and for 
each year since 1922. The data shown in these 


4 
Pe 
19 19 «17.4 
10] 40 15.0 
eo 19) 33 9.6 
361 314 1 4 128 
410 371 1 38 9.3 
0 7.9 
0 6910.0 
2 6.5 
1 51 6.0 
0 46 5.3 
0 17 09 322 306 6 0 
0 % 1.3 4120 401 19 
0 28 14 437 419 18 
1,634 1,613 a 1.2 
2,138 2,052 81 3.8 4 
2,085 2,072 13 04 
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tables represent examinations conducted rather 
than persons examined, and the figures thus in- 
clude candidates who fail and are reexamined 
during the same year and those who may pass 
parts 1 and 2 in the same year. The examination 
in part 1, and occasionally in part 2, may be di- 
vided and taken at more than one examination 
period. Four or five subjects may be taken at one 
time and the remaining subjects of the part taken 
later. Candidates so examined during 1958 are 
listed in the tables under the heading of a column 
titled incomplete. 

There were 4,210 examinations in part 1 given 
in 1958; 2,443 candidates passed, and 337, or 12.1%, 
failed. Incomplete examinations numbered 1,430. 
In part 2, 2,625 examinations were held, 2,540 
passed, and 64, or 2.5%, failed. Fifteen incomplete 
examinations were given. 


Tasie 45.—Diplomates from Individual Medical Schools, 1958 
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United States Western Reserve University.. 41 
Medical College of Alabama. 2 Ohio State University........ 1 
University of Arkansas...... 3 University of Oregon........ 7 
College of Medical Hahnemann Medical College 
of Philadelphia......... 9 
University of California, Jefferson Medical College.... 11 
University of Southern University of Pennsylvania.. 33 
1 Woman's Medical College 
Stanford University......... 21 of Pennsylvania...... 18 
University of California, University of Pittsburgh.. 2 
San Franciseo......... 1 University of Puerto Rie« 23 
University of Colorado. “ 3 University of Tennessee 1 
Yale University........srs000% 75 Vanderbilt University 3 
Georgetown University...... x1 University of Texa 1 
George Washington University of Utah... 1 
University......... 78 University of Vermont = 
Howard University. 5 Medical College of Virginia.. 4 
University of Miami 12 University of Washington... 6 
Emory University..... 2 University of Wiseonsin..... 2 
Chieago Medical Sehool. 6 Marquette University........ 6 
Northwestern University 
Stritch School of Medicir 43 1,939 
University of Chieago.. 45 
University of Ilinois.. 18 United States 
State University of Io 4 (no longer in operation) 
University of Kansas... 15 Rush Medical College........ 1 
University of Louisville. ..... Canada 
Tulane University........... 2 ‘University of Alberta........ 1 
Johns Hopkins University... 8 University of British 
ot Maryland,..... 4 Columbia 2 
Joston University........... at 3 
Tufts University Medical Queen's University........... 8 
School......... 115 University of Western 
University of Michigan...... 4 9 
Wayne State University..... 1 University of Ottawa........ 9 
University of Minnesota..... 1 University of Toronto....... 2 
University of Missouri....... 3 McGill University............ 40 
St. Louis University......... 
Washington University...... 10 Total 68 
University of Nebraska...... 3 Foreign 
Albany Medical College...... 49 University of Havana, Cuba 1 
University of Buffalo........ 66 University of London, 
Columbia University........ 107 1 
Cornell University........... 76 University of Teheran, [ran. 1 
New York Medical College... 98 American University of 
New York University......... 113 Beirut, Lebanon........... 1 
State University of University of Leiden, 
New York, Brooklyn....... 145 rrr 2 
University of Rochester..... 8 University of Lausanne, 
State University of 2 
New York, Syracuse........ 60 


From 1922 to 1958, inclusive, a total of 82,725 
examinations have been given in part 1 and 44,528 
in part 2. In the 37-year period shown, there have 
been 7,678 failures in part 1 (13.2%), and 1,640 


(3.7%) in part 2. 


In 1958, 2,023 tests were given in part 3; 2,011 
candidates passed and 12 (0.5%) failed. Results 


of examinations in part 3 in 1958 and in the 36 
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preceding years are given in table 44. In the 
37-year period 38,686 were tested, of whom 37,836 
were granted the certificate of the board. The 
percentage of failures in the board’s final examina- 
tion for this period was 2.2. 

The 2,011 physicians certified as diplomates in 
1956 represented 65 medical schools in the United 
States and Puerto Rico, one United States medical 


TABLE 46.—Licenses Granted on the Basis of National Board 
Certificates, 1958 


Connecticut .. 161 92 
District of Columbia ........ 71 bs 
Illinois ....... 9% South Carolina ............. 4 
18 BOWER 3 
Kansas ....... 6 14 
Maryland 90 47 
Minnesota 52 29 
Mississippi 3 2 
Missouri ...... 33 Hawaii and Puerto Rico .... 47 
Montana 9 _ 


school no longer in operation, 9 in Canada, and 
6 schools in other countries. The school and the 
number of examinees from each are included in 
table 45. 

In 1958, there were 3,215 licenses to practice 
medicine issued by endorsement of the certificate 
of the National Board of Medical Examiners in 
43 states, the District of Columbia, Hawaii, and 
Puerto Rico. The number registered by each of 
these licensing boards is recorded in table 46. There 
have been 41,670 licenses issued on the basis of 
endorsement of the certificate of the National Board 
of Medical Examiners since 1915. 

In 1958, there were 464 medical students who 
took part 1 and 889 who took part 2, not as Can- 
didates for National Board certification but only 
as a requirement of their own medical school. 
During the year, also, a total of 54 individuals 
who had two or more years of medical education 
in a foreign medical school and who were being 
considered for admission to a medical school in 
the United States were examined in either part 1 
or part 2. 

The National Board allows one reexamination 
in the event of failing a part. If a candidate fails 
for a second time, permission éo take the examina- 
tion for a third time is given only by special per- 
mission of the board and only if the candidate 
can demonstrate to the satisfaction of the board 
that there are special reasons justifying examination. 

The corresponding officer of the National Board 
of Medical Examiners is Dr. John P. Hubbard, 
Executive Secretary and Treasurer. The address 
of the board is 133 S. 36th St., Philadelphia 4. 
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MEDICINE AND THE LAW 


LIABILITY OF GOVERNMENTAL HOSPITALS FOR NEGLIGENCE 


“The King can do no wrong!” This is the legal 
maxim which prevailed under English common 
law. The American common law adopted the prin- 
ciple of sovereign immunity, investing the state 
and federal governments with the royal privileges. 
Hence, state and federal governmental units have 
generally enjoyed a freedom from suits based upon 
negligence. 

By statute, the sovereign immunity has been 
diminished in many instances, thus allowing cer- 
tain kinds of suits against governmental agencies. 
Such action, of itself, does not necessarily make 
for liability unless the courts interpret these stat- 
utes, or other laws of the jurisdiction, as allowing 
governmental subdivisions to be liable for the 
negligence of their employees or agents. 

The federal government hospitals remained im- 
mune from liability until the Federal Tort Claims 
Act waived the sovereign protection. Similarly, hos- 
pitals operated by states have retained their cloak 
of immunity unless the common law rule has been 
abrogated by statute. 

Counties and municipalities do not fit so clearly 
into the traditional concepts of sovereign immunity. 
Most courts, however, have considered counties 
and cities to be instrumentalities created by the 
state legislatures and entitled to the benefits of the 
immunity of the parent body. This does not mean 
that city and county hospitals automatically enjoy 
the immunity which might apply, for example, to 
a fire department. In fact, some courts have dis- 
tinguished the functions of a governmental unit 
created by a state and have determined that cer- 
tain activities are governmental in nature, that is, 
are required for performance of the government's 
purposes, while other activities are proprietary, 
i. e., similar to or competitive with private business. 

Whether operation of a hospital by a city or 
county is a governmental or a proprietary activity 
determines, in many jurisdictions, whether the hos- 
pital will enjoy immunity from liability for negli- 
gence. It is more of a legal conclusion than a 
factual finding, however, since the same activity 
may be considered governmental in one state and 
proprietary in another. This distinction constitutes 
the basis for the prevailing theory. There are nu- 
merous additional or subordinate theses, however. 
For instance: 


In a few states the courts have concluded that if voluntary 
nonprofit hospitals enjoy charitable immunity, the govern- 
mental hospitals should also be immune from liability. 


This material was prepared by the Joint Committee on Professional 
Liability of the American Medical Association and the American 
Hospital Association. 


If a statute permits a governmental unit to operate a hos- 
pital but does not make this activity a mandatory one, a 
number of courts have held that the hospital, nevertheless, 
is clothed with sovereign immunity. 

A few cases indicate that a county, as distinguished from 
a municipal corporation, is clearly performing a govern- 
mental function when it operates a hospital, and thus de- 
serves to be free from liability. 

Some courts felt so strongly about governmental immunity 
that they have supported it even upon a showing of gross 
negligence or wanton disregard for the safety of others. 

Although the incorporation statute or its charter may 
allow a governmental unit to sue and be sued, courts have 
often held that this does not affect the immunity from 
liability for negligence enjoyed by governmental hospitals; 
the suit must be for some reason other than negligence, 
unless such immunity has been specifically waived. 

If the corporate charter, or other legislative action by 
which the governmental hospital was authorized, enumerates 
the powers granted, and the injury complained of resulted 
from an activity not specifically authorized, most courts 
have held that the hospital continues to be immune; an act 
outside the apparent scope of authority does not customarily 
threaten liability for a governmental hospital. 

Even if a governmental hospital acquires liability in- 
surance as a precautionary measure, its immunity should 
not be affected, some courts hold. 


In a number of states governmental hospitals 
have been held liable. The rationale of the courts 
has included these views: 

If it is not mandatory for the governmental unit to operate 
a hospital, such activity is not considered governmental but 
rather is proprietary and governmental immunity is not ap- 
plicable. 

Receiving paying patients is inconsistent with a govern- 
mental function, hence there should be liability at least 
insofar as paying patients are concerned. 

If voluntary nonprofit hospitals are liable in the state, 
governmental hospitals should be in no different position. 

If the hospital has purchased liability insurance, immunity 
is waived at least to the extent of insurance coverage. 


In the realm of voluntary nongovernmental hos- 
pitals, there is an unmistakable trend away from 
immunity and toward liability. Many states, through 
court decisions, have switched in the past few 
years. The courts in these states have decried 
charitable immunity as an anachronism out of step 
with contemporary concepts of justice. To a lesser 
extent, the courts have also been saying that gov- 
ernmental immunity in the hospital field is a harsh 
doctrine and should be set aside since the reasons 
for this rule also no longer exist; now that govern- 
ment is engaged in so many ventures which have 
not been included in its traditional functions, lia- 
bility would be more appropriate. 

The courts have not been in a position to re- 
verse the immunity holdings relative to govern- 
mental hospitals as readily as with voluntary insti- 
tutions, however. It is generally recognized that 
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legislative action is necessary to remove govern- 
mental immunity once the immunity has been 
established. This has been done in New York state 
via the Court of Claims Act, by the Federal Tort 
Claims Act for United States hospitals, and through 
interpretation of the Hospital Authority Act in 
Georgia. 

There is a trend toward liability in governmental 
hospitals. Some recent court decisions in states 
which have considered the question for the first 
time indicate this, and further legislative action may 
be expected in other states. Insurance coverage to 
protect against this liability is generally available 
both for the hospital and for its employees (who, 
in any case, might be personally liable even if the 
hospital enjoys immunity ). 


CHART SHOWING TORT LIABILITY OF 
GOVERNMENTAL HOSPITALS TO PATIENTS 


(Unless commented upon, it may be assumed that state 
owned institutions are immune from tort liability. ) 


ALABAMA 
A public hospital corporation such as a county hospital, 
authorized by statute, performs a governmental function 
and is immune from liability to indigent or paying patients. 
Garret v. Escambia County Hospital Bd., 94 So. 2d 762 
(Ala., 1957). 

ALASKA 
Political subdivisions are liable for the negligence of their 
servants in operating hospitals to the same extent as private 
individuals, Tuengel v. Sitka, 118 F. Supp. 399 (D.C., 
Alaska, 1954), and possibly the state is liable as well under 
a special statute. Alaska Comp. Laws. Ann. §§ 56-7-1, 
56-7-7 (Supp. 1958). 

ARIZONA 
A county hospital is engaged in a governmental function 
and is immune from negligence liability. Lee v. Dunklee, 
326 P. 2d 1117 ( Ariz., 1958). 


ARKANSAS 
No cases reported. 

CALIFORNIA 
County hospitals are immune from liability for “malpractice” 
injuries arising out of their operation, Calkins v. Newton, 
36 Cal. App. 2d 262, 97 P. 2d 523 (1940); “District Hos- 
pitals” are likewise immune from liability, even to paying 
patients, Talley v. Northern San Diego County Hospital 
District, 41 Cal. 2d 33, 257 P. 2d 22 (1953). There is 
liability, however for dangerous or defective condition of 
county hospital property, Burns v. American Casualty Co., 
127 Cal. App. 2d 198, 273 P. 2d 605 (1954); and probably 
liability to paying patients in municipal hospitals, Beard v. 
City and County of San Francisco, 79 Cal. App. 2d 753, 
180 P. 2d 744 (1947). 

COLORADO 
City and county hospitals are engaged in governmental 
activities and are thus immune from tort liability. Schwalb 
v. Connely, 116 Colo. 195, 179 P. 2d 667 (1947). 


CONNECTICUT 
No cases reported. 
DELAWARE 
No cases reported, but sovereign immunity is waived, by 
statute, if liability insurance exists. Del. Code Ann. Title 


18 § 516 (Supp. 1958). 


DISTRICT OF COLUMBIA 
Federally owned hospitals would be liable within the pro- 
visions of the Federal Tort Claims Act. See discussion under 
“Federal” Hospitals owned by the District retain tort im- 
munity. Calomeris v. District of Columbia, 125 F. Supp. 
266 (D.C.D.C., 1954). 
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FLORIDA 
A city is liable for negligent injuries received by a patient. 
Goff v. Ft. Lauderdale, 65 So. 2d 1 (Fla., 1953). County 
hospital is liable also. Bourgeois v. Dade County, 99 So. 2d 


575 (Fla., 1957). GEORGIA 


A hospital organized under the Hospital Authority Act is 
liable for its torts. Hall v. Hospital Authority of Floyd 
County, 99 S.E. 2d 708 (Ga. App., 1957). 


HAWAII 
No reported cases. Federal hospitals would be liable within 
the provisions of the Federal Tort Claims Act. See discus- 
ji der “Federal.” 
sion under eral IDAHO 


Where a county is required by law to provide hospital care 
only for the indigent, there is liability to paying patients in 
a county hospital. Henderson v. Twin Falls County, 56 
Idaho 124, 50 P. 2d 597 (1935). Also, by statute, state 
hospitals are liable to the extent of their insurance coverage. 
Id. Code §§ 41-3304, 3305 (Supp. 1957). 


ILLINOIS 
A government-owned hospital is devoted to public purposes 
and is immune from liability in absence of statutory pro- 
vision to the contrary. Olander v. Johnson, 258 Ill. App. 89 
(1930). A city-owned hospital is also immune either as a 
charity or because it promotes the public welfare under the 
general police powers. Tollefson v. Ottawa, 228 Ill. 134, 81 
N.E. 823 (1907). 

INDIANA 


A city hospital performs a governmental function and is 
immune from tort liability. Scott v. Indianapolis, 75 Ind. 
App. 387, 130 N.E. 658 (1921). 


IOWA 
A county hospital is a proprietary function, at least insofar 
as paying patients are concerned; hence liability to paying 
patients. Wittmer v. Letts, 80 N.W. 2d 561 (Iowa, 1957). 


KANSAS 
Activities of a city hospital are proprietary and give rise to 
liability to a paying patient. Stolp v. Arkansas City, 180 
Kan. 197, 303 P. 2d 123 (1956). 


KENTUCKY 
A city hospital performs a governmental function and _ is 
immune from liability for negligence. Van Pelt v. Louisville, 
257 Ky. 256, 77 S.W. 2d 942 (1934). A Board of Claims 
hears claims against the state for negligent acts and may 
pay up to $10,000. Ky. Rev. Stat. Ann. § 44.070 (Supp. 


LOUISIANA 

Operation of a hospital by a governmental unit is a govern- 
mental activity and immune from tort liability. Messina v. 
Societe Francaise De Bienfaissance, 170 So. 801 (La. App., 
1936). If a governmentai hospital is covered by liability 
insurance, the insurer possibly may be liable to the amount 


of insurance. MAINE 

A hospital operated under legislative authority generally is 
immune, except for liability to paying patients. Anderson v. 
Portland, 130 Me. 214, 154 A. 572 (1931). 


MARYLAND 
Governmental immunity applies to governmental hospitals. 
Thomas v. Board of County Commissioners, 92 A. 2d 452 
(Md. App., 1952). Whether a governmental hospital, if 
insured, is subject to tort liability to the extent of its cov- 
erage has not yet been determined. Ann. Code of Md., Art. 


MASSACHUSETTS 

A city hospital is immune from tort liability even if there 
has been gross negligence. Young v. Worcester, 253 Mass. 
431, 149 N.E. 204 (1925). 


MICHIGAN 
City hospitals are immune as a governmental function. 
Martinson v. Alpena, 328 Mich. 595, 44 N.W. 2d 148 
(1950); general charitable immunity also applies to govern- 
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ment charitable functions such as a state university hospital. 
Robinson v. Washtenaw Circuit Judge, 228 Mich. 225, 199 
N.W. 618 (1924). 

MINNESOTA 
A government agency is liable for negligence in its proprie- 
tary functions, which would include operation of a general 
hospital. Swigerd v. Ortonville, 75 N.W. 2d 217 (Minn., 
1956); Borwege v. Owatonna, 190 Minn. 394, 251 N.W. 
915 (1933). 

MISSISSIPPI 
Operation of a hospital by a governmental unit is considered 
a government function, hence immunity from tort liability. 
Jones v. Amory, 184 Miss. 161, 185 So. 237 (1939). No 
liability to paying patients, either. Leland v. Leach, 86 So. 
2d 363 (Miss. 1956). 

MISSOURI 
Operation of a hospital is a proper function of government 
and brings immunity. Schroeder v. City of St. Louis, 360 
Mo. 293, 228 S.W. 2d 677 (1950). 


MONTANA 
No cases reported. 
NEBRASKA 
No cases reported. 
NEVADA 


County hospital created under statute is not a legal entity 
and cannot be sued for negligence. Bloom v. Southern 
Nevada Memorial Hospital, 275 P. 2d 885 (Nev., 1954). 
Whether the county itself is responsible for hospital torts is 
not yet determined. 
NEW HAMPSHIRE 
Operation of a hospital by a city, under legislative authority, 
is considered a proprietary activity and is subject to tort 
liability. Kardulas v. Dover, 99 N.H. 359, 111 A. 2d 327 
(1955). 
NEW JERSEY 

Immunity from liability for government hospitals, except 
that in cases of “active wrongdoing” or “positive misfeas- 
ance,” as contrasted with ordinary negligence, there is 
liability. Kress v. Newark, 8 N.J. 562, 86 A. 2d 185 (1952). 


NEW MEXICO 
Operation of a governmental hospital is a governmental 
function; county hospital is immune from tort liability. 
Elliott v. Lea County, 58 N.W. 147, 267 P. 2d 131 (1954). 


NEW YORK 
Under Section 8, Court of Claims Act, the state waives its 
immunity. Liability of state, county, town, city and village 
hospitals is determined as if they were private individuals 
or corporations. Becker v. City of New York, 2 N.Y. 2d 226, 
140 N.E. 2d 262 (1957). There is also liability of municipal 
corporations for the malpractice of doctors or dentists occur- 
ring in municipal hospitals if the professional services are 
rendered gratuitously in a charity case. Section 50-d, New 
York General Municipal Law (1956). 


NORTH CAROLINA 
Governmental immunity applies even to paying patients in a 
city-county hospital. Hitchings v. Albemarle Hospital, 220 
F. 2d 716 (CA 4th, N.C., 1955). The state is liable up to 
$10,000, under a special statute, for negligent acts. Gen. 
Stat. of N. C. § 143-291 (1958). 


NORTH DAKOTA 
No cases reported. 
OHIO 
Municipally operated hospitals promote the public health, 
constitute a governmental function, and are immune from 
tort liability. Lloyd v. Toledo, 42 Ohio App. 36, 180 N.E. 
716 (1931). 
OKLAHOMA 
A city hospital is a proprietary activity and is subject to 
tort liability. Okmulgee v. Carlton, 180 Okla. 605, 71 P. 2d 
722 (1937). 
OREGON 
No cases reported. 
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PENNSYLVANIA 
Immunity of governmental hospitals in Pennsylvania is a 
long standing rule of law. Hand v. Philadelphia, 8 Pa. Co. 
213 (1890). 

PUERTO RICO 
The governmental nature of a public municipal hospital 
brings immunity from tort liability. Villegas v. San Juan, 
19 P.R. 397 (1913). 

RHODE ISLAND 
No cases reported. 

SOUTH CAROLINA 

Governmental hospitals are immune from tort liability in 
absence of a statute to the contrary. Mullins Hospital v. 
Squires, 104 S.E. 2d 161 (S.C., 1958). 


SOUTH DAKOTA 
County functions, such as operating a hospital, are clothed 
with governmental immunity. Jerauld County v. St. Paul- 
Mercury Indemnity Co., 71 N.W. 2d 571 (S.D., 1955). 


TENNESSEE 
Governmental hospitals derive an immunity from tort lia- 
bility because they constitute a governmental function. 
Lane v. Knoxville, 170 Tenn. 482, 96 S.W. 2d 769 (1936). 
If covered by liability insurance, a municipal hospital waives 
immunity to the extent of coverage. McMahon v. Baroness 
Erlanger Hospital, 306 S.W. 2d 41 (Tenn. App., 1957). 


UTAH 
No cases reported. 
VERMONT 
No cases reported. 
VIRGINIA 


There is immunity from tort liability for governmental hos- 
pitals created under statutory authority. Maia v. Eastern 
State Hospital, 97 Va. 507, 34 S.E. 617 (1899). 


WASHINGTON 
By statute there is immunity for governmental hospitals 
from liability for the negligence of employees, agents, and 
officers. Gile v. Kennewick, Public Hospital District, 48 
Wash. 2d 774, 296 P. 2d 662 (1956). 


WEST VIRGINIA 
A county hospital authorized by statute is a governmental 
activity and is immune from liability for negligence. Shaffer 
v. Monongalia General Hospital, 135 W. Va. 163, 62 S.E. 


2d 795 (1950). 

( WISCONSIN 
Governmental hospitals are liable for their proprietary func- 
tions. Carlson v. Marinette County, 264 Wis. 423, 59 N.W. 


2d 4 1953). 
2d 486 (1953) WYOMING 


FEDERAL 

The Federal Tort Claims Act, 28 USC 2671 et. seq., pro- 
vides for liability of the United States (except for interest 
prior to judgment and punitive damages) “in the same 
manner and to the same extent as a private individual 
under like circumstances.” While the law of the place of 
injury usually governs, any governmental immunity in a 
state would be ignored since “private individuals” do not 
enjoy such immunity. Malpractice by a physician employed 
by the United States would be actionable against the United 
States. Dishman v. U. S., 93 F. Supp. 567 (D.C. Md., 
1950), except where the injured person is a serviceman 
treated as an “incident to the service.” Feres v. U. S., 340 


U.S. 135 (1950). 
FOREIGN 


In England and Canada, where the general system of law is 
similar to that of the United States, a governmental body 
operating a hospital is liable for negligence just as a private 
individual or corporation would be under similar circum- 
stances. Cassidy v. Ministry of Health, 2 K.B. 343 (1951) 
[Great Britain]; Nyberg wv. Provost Municipal Hospital 
Board, Can. $.C.R. 226 (1927) [Canada]. 

This article is being published simultaneously in the June 1 
issue of Hospitals. 


No cases reported. 
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CALIFORNIA 

Dr. Allen Named Department Head.—Dr. J. Garrott 
Allen, University of Chicago, was named to head 
the Stanford University Medical School's depart- 
ment of surgery. Dr. Allen will commence his new 
duties on July 1, just prior to the opening of the 
Medical School's new 22-million-dollar facilities 
nearing completion on the Palo Alto campus. He is 
professor of surgery and attending sfirgeon at the 
University of Chicago Clinics, where he has served 
continuously since 1938. 


Dr. Whalman Honored.—Dr. Harold F. Whalman, 
chairman of ophthalmology at the College of Medi- 
cal Evangelists, Los Angeles, will receive the Dis- 
tinguished Nevadan Award during commencement 
ceremonies at the University of Nevada on June 1, 
“in recognition of [his] significant contribution to 
the scientific and social advancement of our nation.” 
Dr. Whalman received his bachelor of arts degree 
from the University of Nevada in 1922. Since 1935, 
he has been a member of the faculty at the College 
of Medical Evangelists. 


ILLINOIS 

Mental Health Observance.—Governor William G. 
Stratton proclaimed the period April 26 to May 19 
as “Eleventh Annual Mental Health Observance in 
Illinois.” Governor Stratton’s official proclamation 
urged “all citizens to join in the observance, visiting 
a state mental institution if possible, to the end that 
public awareness of the problem will stimulate the 
enlightened public action essential to a solution.” 
More than 100 public and private agencies and or- 
ganizations joined the Ilinois Department of Public 
Welfare as co-sponsors of the statewide observance. 
The 11th annual Mental Health Dinner was held in 
Springfield May 19, featuring Dr. Robert H. Felix, 
director, National Institute for Mental Health, as 
guest speaker. 


Chicago 

Meeting of Rush Alumni.—The Alumni Association 
of Rush Medical College will hold a meeting June 9, 
12:30 p. m., at the Shelburne Hotel, Atlantic City, 
N. J., under the presidency of Dr. Lowell D. Snorf, 
Chicago. For information, write Dr. James W. Mer- 
ricks, Secretary, Alumni Association of Rush Medi- 
cal College, 1758 W. Harrison St., Chicago 12. 
Luncheon fee is $5. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Personal.—Dr. John A. D. Cooper, professor of bio- 
chemistry, was named associate dean of North- 
western University Medical School. Since 1956, Dr. 
Cooper has been assistant dean. Dr. Cooper organ- 
ized a course on the application of nuclear physics 
in biology and medicine which he first taught in 
1949, reportedly the first of its kind offered in medi- 
cal schools.——John H. Rust, D.V.M., project direc- 
tor, department of food technology, Massachusetts 
Institute of Technology, Cambridge, was made head 
of the newly established Section on Nuclear Medi- 
cine at the University of Chicago’s School of Medi- 
cine, 


MASSACHUSETTS 

Annual Lecture.—Dr. James H. Means, Jackson Pro- 
fessor of Clinical Medicine, Emeritus, at Harvard 
and former chief of medical services at the Massa- 
chusetts General Hospital, delivered the annual 
Gay Lecture on Medical Ethics at the Harvard 
Medical School, Boston, on “Profession or Business” 
May 13. The Gay Lectures were established at Har- 
vard in 1917 by Dr. George W. Gay, a graduate of 
Harvard Medical School. 


Medical Center Established.—Formation of a Boston 
University—Massachusetts Memorial Hospitals Med- 
ical Center, to continue and enlarge “the cooperative 
enterprises of the two institutions in the advance- 
ment of patient care, of education in medicine and 
other health services, and of research,” was an- 
nounced May 2 by President Harold C. Case, of 
Boston University. The move converts to a formal 
association the informal cooperation which has ex- 
isted over a period of years between the Boston 
University School of Medicine and its principal 
teaching hospital, the Massachusetts Memorial, lo- 
cated in Boston’s South End. The Medical Center 
will be governed by a joint administrative board, 
composed of the presidents and three representa- 
tives each from the trustees of the university and 
the hospitals and a member-at-large elected by the 
other eight. The board will have over-all supervi- 
sion of the Medical Center, including medical edu- 
cation, medical care, research, and any other train- 
ing programs conducted by any unit of the center. 
A full-time director of the medical center, who will 
serve as chief executive officer of the board and the 
center, will be appointed. The cost of establishing 
the center and paying for the services of the director 
and the expenses of his office will be shared equally 
by the university and the hospitals, President Case 
said. The offices of dean of the School of Medicine 
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and administrator of the hospitals will continue, and 
final authority for the program of each institution 
will remain with its respective board of trustees. 


MINNESOTA 

Dr. Pruitt Goes to Texas.—Dr. Raymond D. Pruitt, 
a consultant in internal medicine in the Mayo Clinic 
since 1943, associate director of the Mayo Founda- 
tion from 1954 to 1956, and professor of medicine 
in the Mayo Foundation, Graduate School, Uni- 
versity of Minnesota, will leave that institution on 
July 1 to become chairman, department of medi- 
cine, Baylor University College of Medicine, Hous- 
ton, Texas. The appointment includes assignment 
as physician-in-chief to the Jefferson Davis Hospital 
and chief consultant in medicine to the Veterans 
Administration Hospital, Houston. 


MONTANA 

New President.—Dr. Thaddeus L. Lockridge, White- 
fish, succeeded to the office of president of the Flat- 
head County Medical Society and will complete 
the unexpired term of Dr. Kenneth J. Lampert, who 
is moving to New Mexico to join the staff of the 
New Mexico Hospital for Retarded Children. 


Society News.—The annual meeting of the Mon- 
tana Society of Pathologists was held Feb. 7, 1959, 
in Butte. Newly elected officers for the present 
year are: president, Dr. Ernst J. Eichwald, of the 
Montana Deaconess Hospital, Great Falls, and 


secretary-treasurer, Dr. John P. Pfaff, of Columbus 
Hospital, Great Falls. 


Rehabilitation Meeting.—The 1959 annual meeting 
of the Montana Association for Rehabilitation, 
under the presidency of Dr. Jesse T. Schwidde, will 
be held in Billings, June 17-18, at Marillac Hall. 
The theme will be “Rehabilitation in Action,” and 
the program will include progress reports from var- 
ious areas and agencies in the state as well as the 
annual business meeting. The scientific program will 
include clinical evaluation demonstrations, pediatric 
rehabilitation problems, geriatrics, and a discussion 
of osteoarthritis and paraplegic cases. Dr. Howard 
A. Rusk, chairman, department of physical medi- 
cine and rehabilitation, New York University—Belle- 
vue Medical Center, and Dr. Ross T. McIntyre, ex- 
ecutive director, International College of Surgeons, 
will participate. Also included on the program will 
be a tour of the new rehabilitation unit of St. Vin- 
cent’s Hospital, Billings. On Thursday evening, June 
18, the association will hold its annual banquet at 
the Northern Hotel at 7:30 p. m. 


NEW HAMPSHIRE 

Dr. Lobitz Goes to Oregon.—Dr. Walter C. Lobitz 
Jr., professor of dermatology, Dartmouth Medical 
School, and chief of the department of dermatology 
at Hitchcock Clinic in Hanover, was named profes- 
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sor and head of the division of dermatology at the 
University of Oregon Medical School, Portland, ef- 
fective July 1. He succeeds Dr. Thomas B. Fitzpat- 
rick, who accepted a similar position at Harvard 
University Medical School, Boston. Dr. Lobitz was 
a fellow in dermatology and syphilology at the 
Mayo Foundation from 1942 to 1945 and became a 
diplomate of the American Board of Dermatology 
in 1947. 


OHIO 

State Medical Election.—Dr. Frank H. Mayfield, 
Cincinnati neurosurgeon, was installed as president 
of the 113-year-old Ohio State Medical Association 
April 23, and Dr. Edwin H. Artman, Chillicothe 
general practitioner, was selected as president-elect. 
Dr. Artman will be installed as president at the 
1960 annual meeting in Cleveland. Retiring presi- 
dent was Dr. George A. Woodhouse, Pleasant Hill 
general practitioner. Elected to serve on the Council 
are Dr. Ray M. Turner, Springfield; Dr. Wendell 
Green, Toledo; Dr. Robert E. Tschantz, Canton; 
Dr. Robert M. Inglis, Columbus; and Dr. William 
D. Monger, Lancaster (reelected ). 


TEXAS 

Foundation for Research in Psychiatry.—Plans for 
newly formed Timberlawn Foundation for Educa- 
tion and Research in Psychiatry were set up by the 
board of trustees at their regular meeting in Dallas. 
These include proposed invitations to leading psy- 
chiatrists and scientists to teach and do research at 
Timberlawn and give public lectures. Besides the 
stepped-up training of residents in psychiatry, of 
externs and interns, of therapists and nurses at 
Timberlawn, several areas of research already un- 
derway will be continued, including a review of 
12,000 cases of mental illness treated at Timber- 
lawn since 1917, clinical research on schizophrenic 
ability to handle abstract concepts, research on an 
attempt to predict the therapeutic results in schizo- 
phrenics, and research on the husbands of schizo- 
phrenic wives. Psychiatric counseling of business 
executives and religious leaders will be expanded. 
Long-range plans include an endowment fund of 
$1,500,000, three buildings to allow expansion of 
research and education program, and a memorial 
lectureship under which “eminent psychiatrists” 
will be invited to work with the foundation for a 
full year. Timberlawn Foundation is a nonprofit 
organization formed last year by a group of Dallas 
business and professional men to carry on and ex- 
pand the research and education program which 
has been carried on at Timberlawn Sanitarium for 
many years. Specific aims of the foundation are to 
promote psychiatry and its related sciences, to give 
scientists an opportunity to do research, and to 
train physicians, nurses, and therapists in mental 
illness. 
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WYOMING 

Annual Meeting in Moran.—The 56th annual meet- 
ing of the Wyoming State Medical Association will 
be held at Jackson Lake Lodge, Moran, June 11-13, 
under the presidency of Dr. L. Harmon Wilmoth, 
Lander. The House of Delegates will convene the 
morning of June 12. Two movies are scheduled, 
“Open-Heart Surgery Using the Kay-Anderson 
Heart-Lung Machine,” by Dr. Jerome H. Kay, 
Beverly Hills, Calif., and “Cold Coning of the Uter- 
ine Cervix,” by Dr. Harry W. Seiger, Santa Monica, 
Calif. Participants include the following: Drs. Ralph 
C. Benson, Portland, Ore.; Ralph M. Stuck, Denver; 
Edward H. Rynearson, Rochester, Minn.; H. Mason 
Morfit, Denver; John M. Salyer, Denver; Charles 
H. Scheifley, Rochester, Minn.; Alan R. Mortiz, 
Cleveland; and Edgar J. Poth, Galveston, Texas. 
Registration fee is $25, with medical students ad- 
mitted free. For information, write Mr. Arthur R. 
Abbey, Box 2036, Cheyenne, Wyo., Executive Sec- 
retary. 


GENERAL 

National Recreation Month.—The National Recre- 
ation Association announced that June has been 
proclaimed National Recreation Month with the 
theme “Find New Worlds Through Recreation.” 
The four weeks of the month, “designed to show the 
value and scope of leisure time activities,” are 
Youth Fitness Week, Family Recreation Week, 
Arts and Recreation Week, and Service-Through- 
Recreation Week. Recreation Month materials are 
available from the National Recreation Association 
by writing the Public Information and Education 
Department, 8 W. Eighth St., New York 11. 


Gastroenterology Meeting in Atlantic City.—The 
eighth meeting of the Gastroenterology Research 
Group will be held in Trimble Hall, Claridge 
Hotel, Atlantic City, the afternoon of June 4. The 
meeting will be a symposium on “Fine Structure as 
Related to Absorption, Synthesis and Transport in 
the Gastrointestinal Tract.” The program has been 
arranged by Dr. Wade Volwiler, Seattle and Dr. 
Albert I. Mendeloff, Baltimore, and will be moder- 
ated by Dr. H. Stanley Bennett, Seattle. An infor- 
mal dinner will follow the afternoon meeting. The 
group, in cooperation with the American Gastro- 
enterological Association, will sponsor a morning 
program, the Gastroenterological Research Forum, 
which will consist of a series of 10-minute papers. 


Meeting on Diabetes.—The 19th annual meeting of 
the American Diabetes Association will be held 
June 6-7 at the Chalfonte-Haddon Hall, Atlantic 
City, N. J., under the presidency of Dr. Alexander 
Marble, Boston. A total of 24 papers are scheduled 
for presentation in addition to 16 papers to be read 
by title. At the banquet June 6, 7:30 p. m., follow- 
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ing an address by Dr. Marble, awards will be pre- 
sented as follows: the Lilly Award to Dr. Marvin D. 
Siperstein, Dallas; a Banting Medal to Dr. George 
W. Thorn, Boston; a Banting Medal to Dr. E. T. 
Bell, Minneapolis. Dr. Boland Hughes, Philadel- 
phia, will present “The Contemporary Scene in the 
U. S. S. R.” at the banquet. A panel discussion on 
“Oral Hypoglycemic Agents” will be moderated by 
Dr. Garfield G. Duncan, Philadelphia, on the after- 
noon of June 7. 


Geriatric Meeting in Atlantic City.—The 16th an- 
nual meeting of the American Geriatrics Society 
will be held June 4-5 at the Hotel Traymore, At- 
lantic City, N. J., under the presidency of Dr. War- 
ren H. Cole, Chicago. Ten papers are scheduled 
for presentation, and the following panel discus- 
sions and moderators are planned: 


Problems of the Aged in Industry, Dr. George C. Dowd, 
Worcester, Mass. 

Concepts of the Medical Profession in Relation to Aging, Dr. 
Joseph D. McCarthy, Omaha. 

Surgery in the Aged, Dr. Frank Glenn, New York City. 

Advances in the Diagnosis and Treatment of Cerebrovascular 
Disease, Dr. Irving S. Wright, New York City. 

The annual reception and dinner will be held 

June 4, 6:30 p. m. For information, write Dr. 

Richard J. Kraemer, 2907 Post Rd., Warwick, R. I., 

Secretary-Treasurer. 


Meeting of Gastroscopic Society.—The 18th annual 

meeting of the American Gastroscopic Society will 

be held June 7 in Haddon Hall, Atlantic City, N. J. 

The program includes the following symposiums 

and moderators: 

Gastroscopic Color Photography, Dr. Frank B. McGlone, 
Denver. 

Endoscopic Biopsy of the Stomach, Dr. C. Wilmer Wirts, 
Philadelphia. 

Instruments and Techniques for Esophagoscopy, Dr. Her- 
man J. Moersch, Rochester, Minn. 

The annual banquet at 7:30 p. m. will conclude the 

meeting, with Capt. Finn Ronne presenting “Ex- 

ploring Antarctica.” Dr. J. Edward Berk, Detroit, 

president of the society, will preside at the ban- 

quet. For information, write Dr. Arthur M. Olsen, 

200 First St., S. W., Rochester, Minnesota, Secre- 

tary-Treasurer. 


Italian Psychiatrist Receives Travel Award.—In 
ceremonies held during the annual convention of 
the American Psychiatric Association meeting, Dr. 
Ugo Cerletti, professor of neuropathology and psy- 
chiatry, University of Rome, was made a Laureate 
of the Purdue Frederick Medical Achievement 
Travel Award. Dr. Cerletti was cited for his “long 
and outstanding record of important research con- 
tributions in the science of psychiatry.” The award 
winner is known for the introduction of electric con- 
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vulsive treatment in psychiatric therapy. The Medi- 
cal Achievement Travel Award is sponsored by The 
Purdue Frederick Company of New York and is 
administered by the International Council for 
Health and Travel. The award enables recipients 
to attend and participate in medical and scientific 
meetings here and abroad to “further the inter- 
national exchange of scientific and medical re- 
search on a physician-to-physician basis.” 


Society News.—The American Academy for Cere- 
bral Palsy officers for this year are as follows: Drs. 
Alvin J. Ingram, Memphis, Tenn., president; Ray- 
mond R. Rembolt, lowa City, president-elect; 
Temple S. Fay, Philadelphia, vice-president; Glid- 
den L. Brooks, Providence, R. I., secretary; and 
Samuel B. Thompson, Little Rock, Ark., treasurer. 
The 1959 annual meeting will be held in Los An- 
geles Nov. 30-Dec. 2 at the Hotel Statler.——At the 
12th annual meeting of the Neurosurgical Society of 
America, the following officers were elected: presi- 
dent, Dr. Collin $. MacCarty, Rochester, Minn.; 
vice-presidents, Drs. Edward B. Schlesinger, New 
York City, and Thomas J. Holbrook, Huntington, 
W. Va.; secretary, Dr. Raymond K. Thompson, 
Baltimore; and treasurer, Dr. Bertram Selverstone, 
Boston. The next meeting of the society will be held 
at Del Monte Lodge, Calif., March 30-April 2, 
1960._—As of April 24, the new address of the 
American Foundation for Tropical Medicine, Inc., 
will be Room 715, 551 Fifth Ave., New York 17; 
Telephone: MUrray Hill 7-7290. 


Conference on Angiology.—As part of the 10th 
anniversary observance of the founding of the 
Angiology Research Foundation, a World Con- 
ference of Angiology will be held in Atlantic City, 
N. J., June 5-7, in connection with the fifth annual 
meeting of the American College of Angiology. 
Dr. David B. Allman, past-president, American 
Medical Association, and Brig. Gen. Thomas W. 
Mattingly, director of medical education, Washing- 
ton Hospital Center, Washington, D. C., are the 
honorary co-chairmen of the conference. The co- 
chairmen are Alfred Halpern, Ph.D., president, 
Angiology Research Foundation, Dr. Paul S. 
Lowenstein, president, American College of Angi- 
ology, and Dr. Saul S. Samuels, editor-in-chief of 
Angiology. Forty-one scientific papers are to be 
presented by a total of 37 researchers from 10 
different countries, including Argentina, Canada, 
six countries of Europe, and many parts of the 
United States. Dr. Charles W. Mayo, head of a 
section on surgery, Mayo Clinic, Rochester, Minn., 
and chief United States delegate to the World 
Health Assembly of the United Nations, will be 
the principal speaker at a reception and banquet 
Saturday, June 6. The World Conference of Angi- 
ology, sponsored by the Angiology Research Foun- 
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dation, the American College of Angiology and 
by Angiology, is being supported by educational 
grants from Mead Johnson & Company and the 
Ortho Research Foundation. All sessions are to be 
held at the Marlborough—Blenheim Hotel and will 
be open to all members of the medical profession. 


Prevalence of Poliomyelitis —According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


May 2, 1059 
- May 3 
Paralytie Total 1958 
Type Cases Total 
New England States 
Maine 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island . 


New York 
New Jersey 
Pennsylvania . 
East North Central States 
Ohio 
Indiaba 
ILlinois 
Michigan 
Wiseonsin 
West North Central States 
Minnesota 
lowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 
South Atlantic States 
Delaware 
Maryland 
Distriet of Cohunbia 
Virginia 
West Virginia . 
North Carolina 
South Carolina 


East South Central States 
Kentucky 
‘Tennessee .... 
Alabama 
Mississippi 
West South Central States 
Arkansas 
Louisiana 
Oklahoma 
‘Texas 
Mountain States 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 
Paeifie States 
Washington 
Oregon 
California 
Alaska 
Hawaii 


Puerto Rieo 


Total 


CANADA 

Summer School Guest Speakers.—The Vancouver 

Medical Association Summer School to be con- 

ducted June 1-5 at the Stanley Park Pavilion, Van- 

couver, B. C., will have the following guest speak- 

ers: 

Dr. Lennox G. Bell, dean, Faculty of Medicine, University 
of Manitoba; Prof. Hugh McLaren, department of obstet- 
rics and gynaecology, Queen Elizabeth Hospital, Birming- 
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ham, England; Dr. George T. Pack, associate professor of 
clinical surgery, Cornell University School of Medicine, 
New York City; Dr. Donald R. Smith, clinical professor 
of urology, University of California School of Medicine, 
Berkeley-San Francisco; and Dr. Theodore E. Walsh, pro- 
fessor of otolaryngology, Washington University, St. Louis. 


CORRECTION 


Hyperthyroidism in Infants at Birth.—In the initial 
answer to the Question and Answer with this title 
(Feb. 7, page 656) the consultant prepared a sec- 
tion on the mercaptoimidazoles as well as a sepa- 
rate section on the iodinated goitrogens such as 
iothiouracil sodium. Because of the limitation of 
space, our consultant was asked to shorten his 
answer. In the shortening procedure, the drug 
referring to the first group was left in as an example 
of the second. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


National Board of Medical Examiners: Various Centers: 
Parts I and II, June 16-17; Part I only, Sept. 9-10. Exam- 
inations must be received at least six weeks in advance 
of a specific examination date. Examining centers estab- 
lished after close of registration. Exec. Sec., Dr. John P. 
Hubbard, 133 South 36th St., Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC, 


Educational Council for Foreign Medical Graduates: Sta- 
tions around the world, Sept. 22. Final date for filing ap- 
plications is June 22. Exec. Director, Dr. Dean F. Smiley, 
1710 Orrington Ave., Evanston, III. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Written. Montgomery, June 16-18. Sec., Dr. D. G. 
Gill, State Office Bldg., Montgomery 4. 

AvasKA:® On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Arnizona:® Reciprocity. Phoenix, July 15-17. Exec. Sec., Mr. 
Robert Carpenter, 826 Security Bldg., Phoenix. 

Arxansas:* Examination and Reciprocity. Little Rock, June 
11-12. Sec., Dr. Joe Verser, Harrisburg. 

Cauirornia: Written. San Francisco, June 15-18; Los An- 
geles, Aug. 17-20; Sacramento, October 19-22. Oral. San 
Francisco, June 13; Los Angeles, August 15; San Fran- 
cisco, November 14. Oral and Clinical. San Francisco, 
June 14; Los Angeles, August 16; San Francisco, Nov. 15. 
Sec., Dr. Louis E, Jones, Room 536, 1020 N Street, Sacra- 
mento. 

Cotoravo:* Examination, Denver, June 9-10. Reciprocity. 
Denver, July 14. Sec., Dr. John B. Farley, 712 Republic 
Bldg., Denver 2. 

Connecticut:* Homeopathic Board. Reciprocity. Derby, 
June 9. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 
Regular Board, Examination. Hartford, July 14-16. Sec., 
Dr. Staley B. Weld, 160 St. Ronan St., New Haven. 

Detaware: Examination. Dover, July 14-16. Endorsement. 
Dover, July 23. Sec., Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 
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District or Written. Washington, June 8-9. 
Final date for filing application is May 1. Mr. Paul Foley, 
Deputy Director, 1740 Massachusetts Ave., N. W., Wash- 
ington. 

FLorma:* Examination. Miami Beach, June 21-23. Sec., Dr. 
Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Georcia: Examination and Reciprocity. Atlanta, June 10-11. 
Sec., Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F, L. Conklin, Agana. 

Hawau: Written. Honolulu, July 13-14. Sec., Dr. I. L. 
Tilden, 1020 Kapiolani St., Honolulu. 

IpaHo: Examination and Endorsement. Boise, July 13. Exec. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

Ituino1s: Examination. Chicago, July 7-10. Reciprocity. Chi- 
cago, July 10. Supt. of Registration, Mr. Frederic B. 
Selcke, Capitol Building, Springfield. 

INDIANA: Examination, Indianapolis, June 17-19. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

lowa:* Examination. Iowa City, June 15-17. Exec. Sec., Mr. 
Ronald V. Saf, State Office Bldg., Des Moines 19. 

Kansas:°® Examination and Endorsement. Kansas City, June. 
Sec., Dr. F. J. Nash, New Brotherhood Bldg., Kansas City. 

Kentucky: Examination. Louisville, June 8-10. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Louistana: Examination. and Reciprocity. New Orleans, 
June 4-6. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 

Maine: Examination and Reciprocity. Augusta, July 14-16. 
Sec., Dr. Stephen A. Cobb, Sanford. 

Mary.anp: Examination. Baltimore, June 10-13. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

MicuicaNn:* Examination. Ann Arbor and Detroit, June 8- 
10. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

Mississipp1: Examination and Reciprocity. Jackson, June 
22-24. Sec., Dr. A. L. Gray, Old Capitol, Jackson 13. 
Missouri: Examination. St. Louis, May 29-30. Exac. Sec., 
Mr. John A. Hailey, Box 4, State Capitol Bldg., Jefferson 

City. 

Montana: Examination and Reciprocity. Helena, Oct. 6. Sec., 
Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

Nesraska:* Examination. Omaha, June 15-17. Director, Mr. 
Husted K. Watson, Room 1009, State Capito] Bldg., Lin- 
coln 9. 

Nevapa: Examination and Reciprocity. Reno, June 2. Sec., 
Dr. George H. Ross, 112 North Curry St., Carson City. 
New Hampsuire: Examination and Reciprocity. Concord, 
Sept. 9-12. Sec., Dr. Edward W. Colby, 107 State House, 

Concord. 

New Jersey: Examination. Trenton, June 16-18. Sec., Dr. 
Royal A. Schaaf, 28 West State St., Trenton 8. 

New York: Examination. New York, Rochester, Syracuse, 
Buffalo and Albany, June 23-26. Sec., Dr. Stiles D. Ezell, 
23 S. Pearl St., Albany. 

Nortu Carouina: Written. Examination and Endorsement. 
Raleigh, June 15-18. Sec., Dr. Joseph J. Combs, 716 
Professional Bldg., Raleigh. 

Dakota: Examination and Reciprocity. Grand Forks, 
July 8-11. Sec., Dr. C. J. Glaspel, Box 228, Grafton. 

Onro: Examination. Columbus, June 18-20. Sec., Dr. H. M. 
Platter, 21 West Broad St., Columbus 15. 

OxiaHoma:*® Examination, Oklahoma City, June 2-3. Exec. 
Sec., Mrs; E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

Orecon:* Examination. Portland, July 7-9. Reciprocity and 
Endorsement. Portland, July 9-11. Exec. Sec., Mr. Howard 
I, Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination and Endorsement. Philadelphia 
and Pittsburgh, July 1-3. Sec., Mrs. Margaret G. Steiner, 
Box 911 Harrisburg. 
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GOVERNMENT SERVICES 


NAVY 


Personal.—Capt. Lynn S. Beals Jr., M. C., United 
States Navy, was placed on the retired list on 
April 1, after completing more than 20 years of 
active naval service.——Rear Adm. Irwin L. V. Nor- 
man, M. C., U. S. Navy, was placed on the retired 
list of officers of the U. S$. Navy on May 1. He had 
served in the Bureau of Medicine and Surgery, 
Navy Department, since February, 1955; he has 
been Assistant Chief of the Bureau for Personnel 
and Professional Operations and Inspector General 
of Medical Department Activities, taking over the 
latter duties in March, 1958. On retiring he had 
more than 31 years of active naval service. 


VETERANS ADMINISTRATION 


Research in Aging.—A forward look at medical 
research of the future to prolong health and happi- 
ness for the aging population is available in 
a booklet entitled “VA Prospectus, Research in 
Aging,” a compilation of material from a meeting 
of the VA Advisory Committee on Problems of 
Aging, distinguished guests, and VA Department 
of Medicine and Surgery staff members. The book 
is divided into five presentations, each followed by 
discussion: (1) Aging of Molecules—Aging and 
Ground Substance of Connective Tissue, by Isidore 
Gersh, Ph.D., Department of Anatomy, University 
of Chicago School of Medicine, (2) Aging of Cells, 
by Robert J. Boucek, M.D., Department of Cardio- 
vascular Disease, University of Miami School of 
Medicine, (3) Aging of Organs—Aging and the 
Nervous System, by James E. Birren, M.D., chief 
of the Section on Aging of the National Institute 
of Mental Health, (4) Aging of Individuals—Some 
Fundamental Aspects of the Aging Process, by 
Charles F. Geschickter, M.D., Department of Pa- 
thology, Georgetown University School of Medicine, 
and (5) Aging of Groups, by Jack Weinberg, M.D., 
attending psychiatrist at Michael Reese Hospital, 
Chicago. A summary of the conference, by Wilburt 
C. Davison, M.D., dean of the Duke University 
School of Medicine, is also included. 

Athol Gordon, M.D., William S. Middleton, M.D., 
John B. Barnwell, M.D., Martin M. Cummings, 
M.D., Charles C. Chapple, M.D., Joseph Bernsohn, 
Ph.D., Lee D. Cady, M.D., Neal W. Coppinger, 
Ph.D., Charles E. Hogancamp, M.D., Kung-Ying 
Tang Kao, M.D., Ph.D., Thomas H. McGavack, 
M.D., Stewart G. Tuttle, M.D., John A. Ward, M.D., 
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and others also participated. Dr. Charles C. Chap- 
ple is the editor. Copies are available from the 
Superintendent of Documents, U. S$. Government 
Printing Office, Washington 25, D. C., at a price 
of $1.50 each. 


PUBLIC HEALTH SERVICE 


Air Pollution—The complete proceedings of the 
National Conference on Air Pollution which was 
held in Washington in November have been pub- 
lished in book form. The 526-page volume includes 
the full texts of all the talks plus reports of dis- 
cussions. The report covers the entire air pollution 
field—extent, sources, health effects, economic and 
social effects, control methods, and administrative 
aspects. It is identified as Public Health Service 
Publication 654 and is available at $1.75 from the 
Superintendent of Public Documents, U. S. Gov- 
ernment Printing Office, Washington 25, D. C. 


FOOD AND DRUG ADMINISTRATION 


Color Used in Lipstick.—Seventeen coal-tar colors 
would be removed from the approved list for un- 
restricted use in drugs and cosmetics under a pro- 
posed order because they cannot be certified as 
harmless for use in products which in normal use 
may enter the digestive system. Under the proposed 
action, these colors could not be used in lipsticks, 
and the variety of shades now available would be 
decreased appreciably until cosmetic manufactur- 
ers find new ways of reproducing these shades. 
Seven of these 17 colors caused definite injury to 
laboratory animals when fed in amounts making 
up 0.25 to 2.0% of the diet. The other 10 are closely 
related in their chemical structure to these seven. 

There have as yet been no reports of injury to 
users of lipstick, drugs, or foods made with these 
coal-tar derivatives. Although the amounts of these 
colors that get into the digestive system are smaller 
than those used in Food and Drug Administration 
(FDA) tests, under the law as interpreted by the 
Supreme Court the FDA cannot set the amounts 
of coal-tar colors to be used in foods, drugs, and 
cosmetics and, accordingly, cannot certify to the 
safety of colors for unrestricted use unless they are 
completely harmless. The FDA will not only stop 
certifying new batches for internal use, but will 
also stop the use of any stock outstanding. Inter- 
ested persons are allowed 30 days after publication 
of these proposals in the federal register to make 
written comments. These comments will be taken 
into account by the commissioner of food and drugs 
in the drafting of an order. 
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Areson, William Henry ® De Soto City, Fla.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1896; veteran of World 
War I; fellow of the American College of Surgeons; 
formerly practiced in Upper Montclair, N. J., and 
served as president of the Essex County Medical 
Society; for many years director of board of health 
of Montclair, N. J., where he was president of the 
staff of the Mountainside Hospital; died in Arcadia 
March 7, aged 84. 


Arrasmith, Thomas Milton Jr. ® Richmond, Va.; 
Jefferson Medical College of Philadelphia, 1924; 
retired from the regular U. S. Navy on June 30, 
1956; veteran of World War II; chief of the bureau 
of medical aid of the city department of public 
health; died in St. Luke’s Hospital March 5, aged 59. 


Barksdale, George Edward ® Fletcher, N. C.; Uni- 
versity College of Medicine, Richmond, 1899; vet- 
eran of World War I; died March 6, aged 89. 


Becker, Israel ® Chicago; Dalhousie University 
Faculty of Medicine, Montreal, Que., Canada, 1927; 
served on the faculty of the Chicago Medical 
School; on the staffs of the Franklin Boulevard 
Hospital, Mount Sinai Hospital, and the Louis A. 
Weiss Memorial Hospital, where he died March 
10, aged 59. 


Blackford, Harry ® Seattle; University of Oregon 
Medical School, Portland, 1914; veteran of World 
War I; died in the Swedish Hospital Feb. 23, 
aged 74. 


Boor, Seymour Carl, Creston, Ohio; University of 
Wooster Medical Department, Cleveland, 1898; 
served on the staff of the Wooster (Ohio) Commu- 
nity Hospital; died Feb. 16, aged 90. 


Cook, Robert Milton, Boones Mill, Va.; Medical 
College of Virginia, Richmond, 1954; on the staff of 
the Franklin Memorial Hospital in Rockymount; 
died in Roanoke Feb. 27, aged 32. 


Couche, James Buxton, San Diego, Calif.; Univer- 
sity of Toronto Faculty of Medicine, Toronto, On- 
tario, Canada, 1899; veteran of World War I; died 
in the Scripps Metabolic Clinic in La Jolla Feb. 16, 
aged 88. 

Cummings, Damon Ward ® Kansas City, Mo.; Uni- 
versity of Louisville (Ky.) School of Medicine, 1928; 
veteran of World War II; on the staff of the Veter- 
ans Administration Hospital; died Feb. 28, aged 59. 


@ Indicates Member of the American Medical Association. 
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Drake, Arthur Knowlton @ Toulon, Il.; Harvard 
Medical School, Boston, 1898; served as superin- 
tendent of the Elmgrove Sanatorium in Bushnell; 
at one time associated with the State Infirmary in 
Tewksbury, Mass.; died in the Methodist Hospital 
in Peoria, Feb. 20, aged 86. 


Edison, Earl Maynard ® San Marino, Calif.; North- 
western University Medical School, Chicago, 1937; 
member of the American Academy of General 
Practice; veteran of World War II; died Feb. 20, 
aged 49. 


Eells, Joseph Oliver, West Palm Beach, Fla.; Tufts 
College Medical School, Boston, 1901; died Feb. 25, 
aged 82. 


Ellerbrook, George Edward, Vevay, Ind.; Univer- 
sity of Louisville (Ky.) School of Medicine, 1932; 
coroner of Switzerland County; on the staff of the 
King’s Daughters’ Hospital in Madison; died Feb. 
25, aged 51. 


Ellyson, Charles Wright ® Waterloo, Iowa; State 
University of Iowa College of Medicine, Iowa City, 
1905; fellow of the American College of Surgeons 
and the International College of Surgeons; served 
as president of the Waterloo Medical Society; 
treasurer of the Black Hawk County Medical So- 
ciety from 1920 to 1929; for 10 years councilor of 
the Sixth District of the lowa State Medical Society; 
associated with the Allen Memorial, Schoitz Me- 
morial, and St. Francis hospitals; died March 1, 
aged 81, of coronary occlusion. 


Fatherree, John Pleasant ® Laurel, Miss.; Tulane 
University School of Medicine, New Orleans, 1939; 
member of the Southeastern Surgical Congress; 
fellow of the International College of Surgeons and 
the American College of Surgeons; medical director 
and superintendent of the South Mississippi Charity 
Hospital; on the staff of the Jones County Commu- 
nity Hospital; died Feb. 22, aged 51. 


Finch, Frederic Arlington, Amagansett, N. Y.; Balti- 
more University School of Medicine, 1899; retired 
coroner of Suffolk County; on the staff of the South- 
ampton (N. Y.) Hospital; died Feb. 12, aged 82. 


Fredrickson, Gereon ® Iron Mountain, Mich.; Chi- 
cago College of Medicine and Surgery, 1917; veter- 
an of World War I; served as mayor of Iron 
Mountain; member of the board of education; 
physician for Iron Mountain schools and served as 
director of the Dickinson County Health Depart- 
ment; died in the Veterans Administration Hospital 
Feb. 22, aged 64. 
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Goldstein, Leon Aaron ® Syracuse, N. Y.; Syracuse 
University College of Medicine, 1928; member of 
the American Academy of General Practice; veteran 
of World War II; on the staff of the Crouse-Irving 
Hospital; died in St. Petersburg, Fla., Feb. 18, 
aged 55. 


Gormley, John Harry ® Winnetka, IIl.; Northwest- 
ern University Medical School, Chicago, 1927; died 
March 12, aged 58. 


Gould, George Richard ® Conrad, Iowa; State Uni- 
versity of Iowa College of Medicine, Iowa City, 
1916; past-member of the school board; veteran of 
World War I; for eight years member of the hos- 
pital board, Grundy County Memorial Hospital in 
Grundy Center, where he died Feb. 18, aged 72. 


Havens, Frederick Morgan ® Niagara Falls, N. Y.; 
University of Buffalo School of Medicine, 1933; 
member of the American Society of Anesthesiolo- 
gists; served a residency in anesthesia at Bellevue 
Hospital in New York City; veteran of World 
War II; on the staffs of the Memorial and St. Mary’s 
hospitals; died Feb. 27, aged 49. 


Hennings, Albert Ernest ® Tuttle, Okla.; St. Louis 
College of Physicians and Surgeons, 1907; died in 
the Wesley Hospital, Oklahoma City, Feb. 28, 
aged 80. 


Horkins, Harold Albert ® Detroit; University of 
Toronto Faculty of Medicine, Toronto, Ont., Can- 


ada, 1928; certified by the National Board of Medi- 
cal Examiners; associated with St. Mary’s and Holy 
Cross hospitals; died Jan. 11, aged 56. 


Jeans, Howard Stafford ® Lynwood, Calif.; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1943; member of the American Acad- 
emy of General Practice; veteran of World War II; 
on the staff of St. Francis Hospital, where he died 
Feb. 25, aged 41. 


Johnston, Crowell William % West Palm Beach, 
Fla.; University of Georgia Medical Department, 
Augusta, 1899; died Feb. 24, aged 83. 


Keating, Peter McCall, Philadelphia; born in Atlan- 
tic City, N. J., July 21, 1884; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1910; 
served on the faculty of his alma mater; specialist 
certified by the American Board of Orthopaedic 
Surgery; served as an observer in the U. S. Army 
attached to the French Army in 1915-1916 and was 
decorated by the French government; veteran of 
World Wars I and II; fellow of the American Acad- 
emy of Orthopaedic Surgery, Philadelphia Surgical 
Society, and the Texas Surgical Society; member 
and past-president of the Texas Orthopaedic Asso- 
ciation, of which he was founder; associated with 
the Bryn Mawr (Pa.) Hospital, Pennsylvania Hos- 
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pital, and the Misericordia Hospital; served on the 
staffs of the Robert B. Green, Santa Rosa, and 
Nix Memorial hospitals in San Antonio, Texas; 
formerly medical director of the Gonzales Warm 
Springs Foundation Hospital for Crippled Children 
in Gonzales, Texas; died in the Hospital of the 
University of Pennsylvania Feb. 20, aged 74. 


Kretsch, Russell Woodling ® Hammond, Ind.; In- 
diana University School of Medicine, Indianapolis, 
1925; veteran of World War I; member of the staff 
of St. Margaret Hospital; died Feb. 23, aged 61. 


LaForge, Alvin Wilfred, Austin, Texas; the Hahne- 
mann Medical College and Hospital, Chicago, 1911; 
veteran of World War I; died Feb. 21, aged 70. 


Leasum, Robert Nels “ Osseo, Wis.; Jefferson Med- 
ical College of Philadelphia, 1918; veteran of 
World War I; on the staffs of the Sacred Hea;t 
Hospital and Luther Hospital in Eau Claire, where 
he died Feb. 27, aged 67. 


Leyda, Paul Leighton Jr., Denver; University of 
Colorado School of Medicine, Denver, 1946; in- 
terned at Highland-Alameda County Hospital in 
Oakland, Calif.; served a residency at the St. Francis 
Hospital and Sanatorium in Colorado Springs, Colo., 
and the Veterans Administration Hospital in Den- 
ver; specialist certified by the American Board of 
Surgery; member of the Industrial Medical Asso- 
ciation; captain, medical corps, U. $. Army Reserve 
from 1947 to 1949; formerly associated with the 
Lanai Community Hospital in Lanai City, Hawaii; 
died Feb. 24, aged 36. 


Manahan, Charles Albert, Vinton, lowa; State Uni- 
versity of Iowa College of Homeopathic Medicine, 
lowa City, 1908; Jefferson Medical College of Phila- 
delphia, 1909; veteran of World War I; on the staff 
of the Virginia Gay Hospital; died Feb. 25, aged 73. 


Markoff, Samuel Tobias ® Brooklyn; Yale Univer- 
sity School of Medicine, New Haven, Conn., 1926; 
member of the American Academy of General Prac- 
tice; on the staff of the Brooklyn Women’s Hospital; 
died March 6, aged 56. 


Matthews, Augustus Douglas ® Ozark, Ala.; Uni- 
versity of Alabama School of Medicine, Mobile, 
1911; served as a member and chairman of the Dale 
County Board of Education; died Feb. 20, aged 72. 


McConnell, Joseph Horton “® Galveston, Texas; 
University of Texas School of Medicine, Galveston, 
1956; also held a degree in law; veteran of World 
War II and the Korean War; retired captain in the 
Air Force; died Feb. 24, aged 37. 


McCrary, Dowell Womack, Stevenson, Ala.; Mem- 
phis (Tenn.) Hospital Medical College, 1913; died 
in the Jackson County Hospital, Scottsboro, Feb. 
23, aged 73. 
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Natt, Jerome ® Roanoke, Va.; Long Island College 
of Medicine, Brooklyn, 1933; member of the Amer- 
ican Academy of General Practice; past-president 
of the Roanoke Council for Retarded Children; 
died Feb. 22, aged 51. 


Nutter, Edwin Hughes ® Newark, Del.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1935; interned at Homeopathic Hospital in 
Wilmington; member of the American Academy of 
General Practice; associated with the Memorial 
Hospital in Wilmington, where he died Feb. 24, 
aged 51. 

O'Donnell, Reynolds Joseph ® Santa Monica, Calif.; 
Creighton University School of Medicine, Omaha, 
1929; served on the faculty of his alma mater; 
veteran of World War II; vice-chief of staff, sec- 
retary and treasurer of the St. John’s Hospital; 
member of the staff of Santa Monica Hospital; past- 
president of the Catholic Physicians’ Guild of 
Greater Los Angeles and a past-president of the 
Creighton University Alumni Association of South- 


ern California; died Dec. 11, aged 57. 


Parker, Oliver T. ® Salida, Colo.; University Medi- 
cal College of Kansas City, Mo., 1897; served on 
the staff of the Denver and Rio Grande Western 
Hospital; died Feb. 22, aged 82. 


Paulson, Alvin Winfred ® Oklahoma City, Okla.; 
Washington University School of Medicine, St. 
Louis, 1932; veteran of Worid War II; associated 
with the University and Children’s hospitals, and 
head of the outpatient department of Veterans Ad- 
ministration Hospital, where he died March 7, 
aged 51. 


Peck, Anna Dixon, Oakland, Calif.; Cooper Medical 
College, San Francisco, 1900; served as superin- 
tendent of schools in Napa County; for many years 
associated with the U. S. Veterans Bureau in Wash- 
ington, D. C.; died Feb. 26, aged 90. 


Peck, Willena Abby ® Stow, Mass.; Woman’s Medi- 
cal College of Baltimore, 1900; at one time asso- 
ciated with the Blue Mountain (Miss.) College and 
the Alabama College in Montevallo, where she re- 
ceived an honorary doctor of laws degree; died in 
the Emerson Hospital, Concord, Feb. 27, aged 84. 


Rininger, Harold Casper ® Evansville, Ind.; Indi- 
ana University School of Medicine, Indianapolis, 
1930; veteran of World War II; on the staffs of the 
St. Mary’s and the Welborn Memorial Baptist hos- 
pitals; died in the Barnes Hospital, St. Louis, Feb. 
28, aged 52. 

Riter, James Foster, Bryson City, N. C.; Jefferson 
Medical College of Philadelphia, 1904; veteran of 
the Spanish-American War; died Feb. 19, aged 80. 
Roark, Walter William ® Bethpage, Tenn.; Univer- 
sity of Tennessee College of Medicine, Memphis, 
1912; died Feb. 19, aged 86. 
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Rogers, William Hershel, Blairsville, Ga.; Medico- 
Chirurgical College of Philadelphia, 1901; died 
Feb. 23, aged 88. 


Rowat, Harry Lewis ® Des Moines, Iowa; State 
University of Iowa College of Homeopathic Medi- 
cine, Iowa City, 1904; died Feb. 17, aged 80. 


Schenck, Sam Moore ® Shelby, N. C.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1923; fellow of the American College of Surgeons; 
on the staff of the Cleveland County Hospitals; 
died in Manteo, N. C., Feb. 10, aged 63. 


Scott, Ira Benjamin, Cleveland; Meharry Medical 
College, Nashville, Tenn., 1923; died in the Poly- 
clinic Hospital Feb. 4, aged 69. 


Stott, Ardenne Albert ® Bath, Maine; Tufts College 
Medical School, Boston, 1907; fellow of the Ameri- 
can College of Surgeons; veteran of World Wars I 
and II; member of the staff of the Bath Memorial 
Hospital; died in the Maine Medical Center, Port- 
land, Feb. 9, aged 75. 


Straeten, Renier John ® Commander, U. S. Navy, 
retired, Los Angeles; John A. Creighton Medical 
College, Omaha, 1905; entered the U. S. Navy in 
1907 and retired June 30, 1936; died Dec. 19, 
aged 74. 


Taitz, Irvin Solomon ® Pittsburgh; Universitat 
Basel Medizinische Fakultiat, Switzerland, 1937; 
served on the staff of the Columbia Hospital in 
Wilkinsburg, Pa.; died in the Montefiore Hospital 
March 4, aged 48. 


Vandever, Harl Fitzgerrell ® Enid, Okla.; Univer- 
sity Medical College of Kansas City, Mo., 1907; 
veteran of World War I; medical director of the 
Enid State School; associated with the Enid General 
Hospital, where he died March 7, aged 74. 


Wilson, Morris Wulfson ® Oak Park, Mich.; Uni- 
versitiit Basel Medizinische Fakultat, Switzerland, 
1936; served a residency in pathology at the Chil- 
dren’s Hospital in Washington, D. C., and the 
Colorado State Hospital in Pueblo; specialist certi- 
fied by the American Board of Pathology; member 
of the College of American Pathologists and the 
American Society of Clinical Pathologists; associa- 
tion with the U. S. Public Health Service terminated 
Sept. 29, 1946; served on the staff of the Veterans 
Administration Center at Mountain Home, Tenn.; 
died Jan. 16, aged 46. 


Wolf, Morris ® Brooklyn; Long Island College 
Hospital, Brooklyn, 1921; died in the Long Island 
College Hospital Dec. 29, aged 70. 


Zarbaugh, Guy Frederic ® Deadwood, S. D.; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1925; veteran of World Wars I and II; died Feb. 
27, aged 61. 
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FOREIGN LETTERS 


GERMANY 


Preventing Senility—C. Hackmann (Miinchen. 
med. Wchnschr. 100:1814-1817, 1958) gave small 
doses of 2-(p-aminobenzenesulfonamide ) -pyrimi- 
dine and 2-(p-aminobenzenesulfonamide ) -methyl- 
pyrimidine to young rats. After several months he 
observed an improvement of the coat, increase in 
body weight, and a distinct improvement in the 
general condition, in contrast to control animals 
given tetracycline, chloramphenicol, and_ similar 
drugs. In all cases the treated animals lived longer 
than the controls. The author then repeated the ex- 
periment with old rats, and again he noticed a 
distinct improvement of the coat and general condi- 
tion and a prolonged life, if the animals were 
treated for a sufficiently long time. The same results 
were obtained in mice. These effects were inde- 
pendent of the sex of the animal. The efficacy of 
the drugs was neutralized by simultaneously giving 
PABA. 

In the same issue H. Hackmann and C. Hack- 
mann reported the use of these drugs on 14 patients 
suffering from senile cataract. In 12 patients sub- 
jective and objective improvement of vision and in 
some striking improvement of the general condition 
were achieved. Side-effects or alteration of the blood 
chemistry did not occur. 


INDIA 


Long-Acting Sulfonamide.—K. J. Vyas treated 54 
children suffering mostly from gastrointestinal and 
respiratory infections with sulfamethoxvpyridazine. 
This compound is believed to be rapidly absorbed 
from the gastrointestinal tract, producing a high 
blood concentration within a short time which is 
maintained for a long time. Its degree of acetyla- 
tion is low, solubility in urine low, and urinary 


excretion slow. Its antibacterial activity is equal | 


to that of sulfadiazine. It was given in the form 
of a syrup in a single daily dose of 0.5 to 1.0 Gm. 
every morning. No other antibacterial agent was 
used. An alkaline mixture was given along with it, 
and the duration of treatment varied from 2 to 28 
days, although it was given to most patients for 
less than a week. 

In this series 44 patients were cured, 5 had 
marked relief, 2 had moderate relief, and 3 were 
not benefited; of these 2 had infectious diarrhea, 
and the 3rd had chronic otitis media with chronic 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


upper respiratory tract infection. Side-effects were 
met with in only three and consisted of nausea 
and vomiting. Most patients responded well within 
five days of treatment. It was observed that in 
patients with bronchitis the cough was the last 
symptom to disappear, persisting long after the 
acute symptoms had disappeared. Chronic otitis 
media was slow to respond or did not respond at 
all, and in seven patients with respiratory infec- 
tions the tonsils remained enlarged at the end of 
treatment. The drug was on the whole well tol- 
erated and easily accepted by the children. 


ITALY 


Vitamin D..—L. Papadia of the Orthopedic Clinic 
of Florence (Archivio Putti, vol. 10, 1958) studied 
the action of large doses of chemically pure, orally 
administered vitamin D, on the muscles of growing 
rats in an effort to determine how much of the 
change described in the skeletal muscles after ad- 
ministration of large amounts of cod liver oil is due 
to its vitamin D, content and how much is due to a 
secondary action of the oil (caused by the ease with 
which it turns rancid), through destruction of the 
vitamin E content of the diet. The amount of vita- 
min D, administered was 2 mg. per day. The dura- 
tion of treatment was two, four, six, or eight weeks. 
In all subjects changes in muscles were found, but 
while the animals treated for a shorter time showed 
reduction of the caliber of the fibers and a crowd- 
ing together of the nuclei, those treated for a long- 
er time showed more widespread degeneration. The 
changes observed were similar to those previously 
described after the use of cod liver oil. The author 
concluded that vitamin D, given in large amounts 
is capable by itself of producing marked alterations 
in muscles. 


NORWAY 


Mass Radiography.—Hansen and Riddervold ( Nord. 
med. 61:169-174 [Jan. 29] 1959) stated that from 
1943, when it was established, until the end of 1957 
the mass-radiography service has made over 4,100,- 
000 x-ray examinations of the population over 14 
years of age. Each year radiograms of about 350,- 
000 persons are taken by means of seven units, two 
of which are installed on boats. Since 1948 the 
mass radiography has been combined with tubercu- 
lin testing and BCG inoculation. The authorities 
concerned were empowered to summon people to 
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these examinations. The films were read at a central 
office in Oslo with independent readings, since 1952, 
by two specialists and a control reading by a third 
who reexamined the films of those persons who by 
one or both of the first readers had been referred 
for follow-up examinations. Mass radiography was 
used most extensively in areas where there was a 
high incidence of tuberculosis. Of the 20 provinces 
in Norway 14 had been covered by mass radiog- 
raphy twice, 3 three times, and 1 five times. Attend- 
ance of the native population was between 72 and 
84% for men and between 80 and 91% for women in 
the years 1949 to 1957. 

In the years 1949 to 1953 between 2.8 and 4.2% of 
the persons examined were referred for follow-up 
examination. The follow-up study showed that 1.3 to 
1.5 persons per 1,000 had tuberculosis, previously 
unrecognized in 0.07 to 0.12%. There was good cor- 
relation between the mortality from tuberculosis in 
each province and the incidence of new cases of 
active tuberculosis found. The number of infectious 
cases of tuberculosis was more than twice as high 
for men as for women in the older age groups. A 
corresponding difference was not found for other 
tuberculous changes in the lungs. Duplicate read- 
ings in 1953 of about 267,000 miniature films dis- 
tributed among 29 readers showed a variation in the 
frequency of referrals of from 3.1 to 12.1%. The dif- 
ference was essentially due to subjective factors. 
With unanimous reading by three specialists the in- 
cidence of infectious cases discovered by follow-up 
was 7.1%, with divergence among the readers of 
0.8%. 


SWEDEN 


Convulsions in Childhood.—At the Kronprinsessan 
Lovisas Barnsjukhus children’s hospital between 10 
and 14% of the admissions from 1952 to 1956 were 
for convulsions. According to Dr. C. Gyllenswiard 
(Svenska likartidningen, Feb. 6, 1959) they occur 
at least once in about 7% of all children under the 
age of 15 years. To distinguish among the 15 pos- 
sible causes of a convulsion in childhood it is 
necessary to take the child to a hospital with a 
team specializing in neurology, psychiatry, radi- 
ology, surgery, physiology, and biochemistry. The 
author is opposed to the isolation of epileptic chil- 
dren in special classes. His hospital keeps in touch 
with some 500 children who have suffered from 
convulsions, and he believes that about 80% of 
such patients recover completely. With the drugs 
now available 90% of all epileptic children can be 
kept free of attacks, and of the remaining 10% 
most can achieve an appreciable reduction of their 
frequency. From both the medical and the scho- 
lastic points of view, most epileptic children should 
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attend the same classes as normal children. To refer 
them to special schools or mix them with adult 
epileptics is cruel. 


UNITED KINGDOM 


Patent Medicines on Television.—The British Medi- 
cal Journal of March 21 says in an annotation that 
anything that forces itself on the attention is apt to 
stir up mixed feelings. When advertisements fill the 
breaks between and within television programs, 
they find a captive audience that may be anything 
from inert to spellbound but is probably not highly 
critical. It is therefore reassuring to see that the 
opening words of the Independent Television Au- 
thority’s principles of advertising state the general 
principle that it should be “legal, clean, and truth- 
ful.” Clearly these are admirable precepts, and if 
they do not exclude the possibility of the advertise- 
ments also being nonsense, they are at least in- 
tended to prevent the use of half-truths. 

In order to help the Authority maintain proper 
standards it has an advertisements committee, on 
which the BMA has an experienced representative 
in Dr. H. G. Dain. According to the assistant post- 
master-general, who recently replied to some parlia- 
mentary questions on the subject: “All advertise- 
ments and claims for these proprietary drugs are 
considered by the committee and would not be 
approved if they were wildly extravagant.” Control 
is thus exercised over the advertisement of medica- 
ments on television, and the criteria relating spe- 
cifically to medical products are set out in the 
British Code of Standards, which apply to all ad- 
vertising to the general public. Their more impor- 
tant provisions may be paraphrased as follows: 

No advertisement should (1) contain a claim to 
cure, (2) offer a product or advice relating to a dis- 
ease for which the patient should rightly receive 
the attention of a physician, (3) appeal through fear, 
(4) offer diagnosis or treatment by correspondence, 
(5) claim that the product could promote virility or 
prevent premature aging, (6) offer any medicinal 
product for the purposes of slimming, weight reduc- 
tion, or figure control, or (7) offer diagnosis or treat- 
ment by hypnosis. 

In addition, special limitations are imposed on 
products advertised for the treatment of baldness 
and hemorrhoids. It is also an offense to advertise a 
product, outside of technical journals, as a remedy 
for cancer, tuberculosis, epilepsy, nephritis, cataract, 
glaucoma, diabetes, locomotor ataxia, paralysis, and 
venereal diseases, nor may any product be adver- 
tised in terms calculated to lead to its use for pro- 
ducing a miscarriage. Television attracts large sums 
of money for the advertisement of drugs. Much the 
largest group is aspirin and headache remedies 
followed by indigestion remedies, laxatives, and 
cough and cold remedies. 
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CORRESPONDENCE 


DIABETES AND PREGNANCY 


To the Editor:—The editorial in THE JouRNAL, Jan. 
17, page 258, entitled “Diabetes and Pregnancy” 
contains the following statement: “A diet for a dia- 
betic-obstetric patient should be given, averaging 30 
calories per kilogram of increasing body weight and 
containing 175 to 250 Gm. of carbohydrate, 2 Gm. 
of protein per kilogram of body weight, and a suffi- 
cient amount of fat to complete the diet.” The ques- 
tion concerning protein requirement of the pregnant 
diabetic merits discussion. 

A patient who is in caloric equilibrium requires 
from 0.5 to 0.7 Gm. of protein per kilogram of body 
weight to maintain nitrogen equilibrium. The pro- 
tein must be in a readily assimilable form and must 
contain the essential amino acids in adequate 
amounts. To provide an increased margin of safety, 
it is customary to give 1 Gm. of protein per kilogram 
of body weight per day. The author of the editorial 
proposes a protein intake of 2 Gm. per kilogram 
per day in pregnant diabetics. This, in a patient 
weighing 60 kg. (132 Ib.), would, over a nine- 
month period, result in an intake of 16 kg. (36 lb.) 
of protein in excess of the amount necessary to 
maintain nitrogen equilibrium in a normal person. 
Is this large amount of protein necessary? 

The fetus at term contains 630 Gm. (1.4 lb.) of 
protein (100 Gm. of nitrogen). The weight of the 
uterus, which normally is 30 Gm., increases to 1 kg. 

2.2 Ib.) at term. Since 75% of the uterine muscle 
is water, the protein increment is only 225 Gm. 
(0.5 Ib.). The total increment of protein in the pa- 
tient, resulting from the growth of the fetus and 
enlargement of the uterus, is barely 900 Gm. (2 lb.) 
There is some retention of protein by the patient, 
but from the teleologic standpoint, this is not at all 
essential. An important point is that the growth of 
the uterus and fetus during the first five months of 
pregnancy is comparatively negligible. Their com- 
bined weight at the end of this period is only 1 kg. 
in a woman weighing 60 kg. Beginning at the sixth 
month there is a rapid increase in the rate of growth 
of the uterus and fetus, which becomes precipitous 
during the eighth and ninth months. 

From the foregoing one may conclude that (1) 
during the first five months of pregnancy a protein 
intake of from 1 to 1.2 Gm. per kilogram per day is 
sufficient and (2) during the last four months of 
pregnancy an intake of 1.5 Gm. of protein per kilo- 
gram of body weight per day will adequately supply 
the protein needs. Larger amounts of protein may be 
given but are not essential. 

Max Wisunorsky, M.D. 
615 Williams Ave. 
Brooklyn 7, N. Y. 


To the Editor:—Dr. Wishnofsky’s points concerning 
the dietary needs for a diabetic-obstetric patient are 
well taken. The requirement of protein in the diet 
of such a patient who has had adequate protein 
intake before pregnancy is about 1.5 Gm. of protein 
per kilogram of body weight per day, but larger 
amounts of protein are given if the patient has not 
had adequate protein intake to make up for the 
past deficit. The optimum aim is nearly 2 Gm. of 
protein per kilogram of body weight to insure that 
the mother and fetus get sufficient protein and also 
to prevent possible toxemia. Although the cause of 
toxemia of pregnancy is conjectural, it is believed 
by various investigators that a high-protein, well- 
balanced diet acts as a preventive of toxemia of 
pregnancy. Many pregnant diabetic women are on 
a low-protein-intake diet because of the high cost 
of a high-protein diet. Others find it difficult to in- 
gest 2 Gm. of protein per kilogram of body weight 
per day. A good nutritionist can be of aid in this 
connection. 

Harry Biotner, M.D. 

314 Commonwealth Ave. 

Boston 15. 


DATA ON BLOOD DONORS WANTED 


To the Editor:—1 am interested in securing blood 
samples from donors who are suspected of being 
carriers of viral hepatitis. In our laboratory, we 
wish to run a battery of liver function tests on these 
samples and hope to obtain more information on 
the number of suspected carriers who show ab- 
normal results in these tests. We wish to study 
donors whose recipients have acquired viral hepa- 
titis after transfusion, but only in those cases in 
which a single transfusion was given. Thus, we are 
interested only in so-called single donors. Drs. John 
Neefe and John G. Reinhold and I, with a number 
of our younger associates, have been interested in 
the problem of rejecting donors for transfusion who 
are potential carriers of viral hepatitis. Two of our 
papers were published in THE JouRNAL, one in the 
March 27, 1954, issue and one in the March 31, 
1956, issue. Physicians knowing of cases of viral 
hepatitis occurring after a single transfusion are 
requested to write me for more precise information 
on submitting a serum specimen and clinical data on 
the blood donor for our evaluation. 

Rosert F. Norris, M.D. 

University of Pennsylvania 

Pepper Laboratory of Clinical Medicine 

Philadelphia 4. 
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MISCELLANY 


THE MEDICAL TECHNOLOGIST 
AND THE DOCTOR 


Robert B. Robins, M.D., Camden, Ark. 


As a practicing physician I have an interest in 
the work of medical technologists and the other 
professional and technical personnel who assist me 
and my colleagues in daily practice. I know from 
experience how important their services are to the 
teamwork necessary for modern medical care. 

As a member of the Board of Trustees of the 
American Medical Association I also have an inter- 
est from the organizational point of view. The 
A. M. A. has an important committee now studying 
all phases of the problem of promoting cooperation 
and rapport between the medical profession and 
persons in the so-called paramedical areas. That 
committee, in a progress report at the Clinical 
Meeting in Minneapolis last December, described 
this as “one of the most complex problems on the 
American medical scene today.” The committee 
pointed out that more than 60 groups are function- 
ing in the ancillary or }.*ramedical areas. 

You gain a perspective on the complexity of this 
subject by looking at the growth and development 
which have taken place in the field of medical 
technology. In the early days of the clinical labora- 
tory the pathologist was just beginning to be rec- 
ognized as a necessary medical specialist, and he 
performed his own laboratory tests. As laboratory 
medicine developed, pathologists found they needed 
help; so they began to train assistants to per- 
form the simpler tests. The profession of medical 
technology was born around the time of World 
War I. 

In those early days the few commercial schools 
that were established offered training that was in- 
adequate, and their fees were sometimes exorbitant. 
Realizing that laboratory medicine was developing 
rapidly and that something must be done to stand- 
ardize the training of laboratory assistants, the 
American Society of Clinical Pathologists in 1928 
established the Registry of Medical Technologists. 

This registry has become recognized by leading 
medical and hospital groups as the only authorita- 
tive qualifying body in the field. It has developed 
the status of the medical laboratory worker to a 


Read before the Louisiana State Society of Medical Technologists, 
Monroe, La., April 17, 1959. 
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high professional level by raising the educational 
requirements and broadening and improving the 
technical training. The requirements established by 
the registry are recognized by such medical organi- 
zations as the American Medical Association, the 
American College of Surgeons, the American Col- 
lege of Physicians, the American Hospital Asso- 
ciation, the Catholic Hospital Association, and by 
other pathologists, physicians, and hospital super- 
intendents. Those requirements also are strongly 
emphasized by the American Society of Medical 
Technologists in its career guidance publications 
directed toward young people planning to enter 
this field. 

In their periodic visits to hospitals staff repre- 
sentatives of the American College of Surgeons, the 
American Hospital Association, and the American 
Medical Association—who also are field representa- 
tives of the Joint Commission on Accreditation of 
Hospitals—carefully observe whether workers in 
the clinical laboratories have registry certificates. 
The registry, therefore, while purely voluntary and 
noncoercive, is universally accepted as the recog- 
nized authority for qualifying medical technolo- 
gists in the United States. 

In the past few years there has been great prog- 
ress in the development of new laboratory aids to 
help the doctor in providing the patient with the 
best medical care, and year by year techniques 
have become more complex and specialized. To 
unravel major problems in diagnosis or treatment 
physicians today frequently seek the help of bio- 
chemists, biophysicists, bacteriologists, histochem- 
ists, experts in isotope techniques, and others. The 
doctor, of course, cannot be expected to master all 
the testing techniques, so he must depend on 
technicians and pathologists for help. 

The entire March, 1959, issue of Medical Clinics 
of North America was devoted to a symposium on 
the rationale and clinical interpretation of labora- 
tory tests. The subjects covered included practical 
tests of gastrointestinal function, liver function, pan- 
creatic function, pulmonary function, kidney func- 
tion, and thyroid function; tests for clotting dis- 
orders, leukemia, and diabetes; and other subjects, 
including a variety of recently developed laboratory 
procedures. 

The field of medical technology, like the medical 
profession itself, has become so complex that the 
registry now issues several different types of cer- 
tificates, in addition to the general certification 
which has been given for many years. For example, 
there is the specialist certification, as well as differ- 
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ent kinds of certificates in histological technique, 
chemistry, microbiology, blood banking, and ex- 
foliative cytology. 

Through the years, with all these technical de- 
velopments unfolding at an accelerated pace, medi- 
cal technologists have worked constantly to improve 
their standards and qualifications. They have done 
this without any kind of governmental compulsion, 
control, or licensure—national, state, or local. In 
fact, one of the brightest spots in the entire para- 
medical picture is the excellent cooperation which 
has long existed among the American Medical As- 
sociation, the American Society of Clinical Pa- 
thologists, that society's Board of Schools and Board 
of Registry, and the American Society of Medical 
Technologists. These groups have worked closely 
together in establishing and maintaining high 
standards of education, technical training, and vol- 
untary registration for medical technologists. 

You probably know that the A. M. A. Council on 
Medical Education and Hospitals acts as the in- 
spection and approval agency for schools of medi- 
cal technology. By November, 1958, the number of 
approved schools had increased to 688, with an 
enrollment of more than 3,000 students. The last 
annual report of the council showed increases in 
enrollment and number of graduates which were 
attributed to the effective recruitment program of 
the National Committee for Careers in Medical 
Technology. There now are at least 24,000 regis- 
tered medical teclmologists, and there are many 
who are not registered. The needs of the future 
will require greater and greater effort. Indicative of 
the trend is the continuing increase in the number 
of medical technology schools with college or uni- 
versity affiliations. And effective in January, 1962, 
the entrance requirement for approved schools will 
be increased from two to three years of pretechnical 
college education. 

These developments mean that all of us will have 
to intensify our cooperative efforts to recruit young 
people with an aptitude for this field, to maintain 
and constantly improve the standards of education 
and training, and to promote an ever higher propor- 
tion of qualified, registered medical technologists. 

While this growth and development has been 
taking place in the field of medical technology the 
same thing, in varying degrees, has been happen- 
ing in other paramedical areas. The medical team 
has grown in both size and diversity. Working for 
or with physicians in modern medicine are not only 
nurses, pharmacists, and medical technologists but 
also x-ray technicians, occupational therapists, 
physical therapists, psychiatric social workers, med- 
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ical record librarians, medical record technicians, 
and many other types of technical personnel. In 
addition, there is a large group of persons holding 
advanced degrees, such as the Ph.D., who are en- 
gaged in medical and allied teaching. They also 
participate directly or indirectly in the care of 
patients. They are especially active in such pre- 
clinical fields as anatomy, biochemistry, microbiol- 
ogy, pharmacology, and physiology. 

The best estimate so far is that there are 10 para- 
medical personnel for each physician. You can see 
that, from the standpoints of both size and diversity, 
the problem of promoting closer coordination and 
higher standards is an enormous one. 

Earlier I mentioned an A. M. A. committee that 
is studying all phases of this subject. Creation of 
this committee by the Board of Trustees of the 
American Medical Association reflects a sincere 
desire to improve the quality of medical care in 
America by bringing together the too often diver- 
gent interests that have evolved during the rapid 
progress in all fields of medical care. There will be 
concerted effort to develop an atmosphere in which 
all will work harmoniously in the best interests of 
the patient. 

Continued advances in medical care and in the 
art and science of medicine will certainly be in 
direct relation to the medical profession’s ability to 
understand and work cooperatively with the many 
disciplines that contribute to the total care of the 
patient. The precise nature of these future coopera- 
tive efforts remains to be determined. Our immedi- 
ate aim is to gain a broad, over-all view of the 
various disciplines that are closely related to 
medicine. Later, there will be more detailed 
study of particular phases and suggested courses 
of action. 

The House of Delegates of the American Medi- 
cal Association adopted a resolution in December, 
1958, encouraging the voluntary registration of 
paramedical personnel who assist physicians. At 
the same time it expressed opposition to the exten- 
sion of governmental licensure and governmental 
registration. However, the House requested the 
committee on paramedical areas to expand _ its 
study to include this phase of the problem. 

Prominent in the medical profession’s thinking 
is the concept of teamwork and the realization that 
physicians must offer more active leadership and 
guidance to ancillary groups. Medical technicians 
are our fellow workers and our allies in reaching 
the goal of improved patient care. We want to 
understand their problems, and we want them to 
understand ours. 
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INTERNAL MEDICINE 


A Syndrome Developing After Myocardial Infarc- 
tion. H. P. Groeneveld. Nederl. Tijdschr. geneesk. 
103:153-154 (Jan. 24) 1959 (In Dutch) [Amsterdam]. 


In connection with the case history of a 57-year- 
old man, who was hospitalized with a diagnosis 
of heart infarct, the author calls attention to the 
postmyocardial infarction syndrome which was 
first described by Dressler in THe Journa (160: 
1379 [April 21] 1956). The syndrome is charac- 
terized by a combination of pleurisy, pericarditis, 
and sometimes pulmonary infiltration. The patient 
presented had had diabetes mellitus for 15 years, 
and for a period of 6 months preceding the myo- 
cardial infarction he had had typical anginal at- 
tacks. On examination, pericardial as well as pleu- 
ral friction rubs could be heard. The left side of 
the heart was enlarged. The electrocardiogram 
indicated a posterobasal infarct. The pericardial 
and pleural friction rubs as well as the cardiac en- 
largement persisted for a considerable period, but 
the course was favorable. The patient was treated 
with insulin and anticoagulants, and was discharged 
from the hospital after 9 weeks. The author feels 
that the postmyocardial infarction syndrome is 
not rare, and that it should be thought of, when 
there are symptoms suggestive of the extension of 
the heart infarct, cardiac enlargement, and _pul- 
monary infarct. Dressler found prednisone thera- 
peutically effective but did not employ anticoagu- 
lants. 


The Low-Salt Syndromes in Congestive Heart 
Failure. A. Vogl. Am. J. Cardiol. 3:192-198 (Feb.) 
1959 [New York]. 


The author summarizes the current concept of 
the “low-salt syndromes” and their management in 
patients with congestive heart failure as follows. 
The low-salt syndrome is not an entity either clini- 
cally or biochemically but represents a group of 
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loosely related disorders. The two main types are 
(1) an acute or subacute form which develops dur- 
ing intensive diuretic treatment and (2) a chronic 
form which evidently cannot be attributed to ex- 
cessive diuresis, since the finding of a low con- 
centration of sodium and chloride in the serum 
can connote either electrolyte loss or water reten- 
tion. The differentiation between these two states 
is made largely on clinical grounds. In most pa- 
tients there is probably a combination of both fac- 
tors. The principles of management are different 
for the depletion types (hypochloremic acidosis 
and hyponatremia) and the dilution types (lowering 
of the serum sodium concentration due to dilu- 
tion of the sodium in the extracellular fluid), but 
in a given patient treatment remains largely em- 
pirical and must be guided by clinical as well as 
laboratory observation. Correction of the altered 
electrolyte concentrations is more likely to be 
achieved if treatment is not limited to appropriate 
administration of sodium and chloride, but in- 
cludes the restriction of fluid intake and the con- 
current administration of potassium. 

The iatrogenic production of a “low-salt syn- 
drome” is not an inevitable risk whenever a low- 
salt diet and potent diuretics are employed. It can, 
by and large, be avoided if treatment is individ- 
ualized, and if the effect of the diuretic procedures 
is critically evaluated from day to day. Practical 
treatment principles are presented. 


Treatment of Hypertension in the Ambulatory Pa- 
tient. J. H. Moyer and J. Beem. Am. J. Cardiol. 
3:199-213 (Feb.) 1959 [New York]. 


The authors report observations on 129 unse- 
lected patients with diastolic hypertension of all 
grades of severity, who were studied at the hyper- 
tension outpatient clinic of the Hahnemann Hos- 
pital in Philadelphia. Blood pressure elevation of 
adequate severity and for a prolonged period of 
time will definitely produce vascular changes in 
the brain, the heart, and the kidneys. Effective 
reduction of blood pressure may completely arrest 
these vascular changes regardless of the method 
used for the reduction of blood pressure. Although 
the changes may be arrested, renal function rare- 
ly returns to normal. Hypertension aggravates and 
hastens the development of arteriosclerosis. Re- 
ducing the blood pressure arrests this hastening 
process, but still arteriosclerosis progresses, just as 
it does in the normotensive person. The method 
used for the reduction of blood pressure is prob- 
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ably not important, insofar as arresting the vas- 
cular changes associated with hypertension is con- 
cerned. The important thing is that the blood pres- 
sure be reduced effectively. This the surgeon can 
do, particularly when he employs concurrent med- 
ical therapy. The authors would concur with this 
approach, just as long as the blood pressure is 
severe enough to warrant surgical therapy and 
the surgeon is proficient at performing sympathec- 
tomies. On the other hand, when the psychiatrist 
or the general practitioner or the internist, who 
carries psychiatric overtones, can “talk the blood 
pressure down,” this is to be considered good 
therapy. The authors, being neither psychiatrists 
nor surgeons, prefer to use drugs, and their own 
results with psychotherapy (and placebo) have been 
poor. 

A multipronged approach is outlined, based on 
the severity of the hypertensive disease. Mild hyper- 
tension can be controlled with chlorothiazide, 
given to deplete body sodium by increasing its 
excretion. The administration of this drug may be 
continued indefinitely as a background medication 
for all antihypertensive drugs. This is probably the 
most effective measure for the reduction of blood 
pressure. Then the sympathetic nervous system is 
blocked by various methods. The centrally act- 
ing drugs are used first. The commonest ones are 
rauwolfia and hydralazine. Usually in milder cases 
rauwolfia may be given an initial trial alone, and 
if the patient needs additional therapy, he may 
receive hydralazine (Apresoline). In patients with 
moderately severe hypertension, hydralazine com- 
bined with rauwolfia may be given a therapeutic 
trial. 

For patients with more severe hypertension, 
when the diastolic blood pressure is fixed above 
120 to 130 mm. Hg, the use of glanglionic block- 
ing agents, such as mecamylamine or pentolinium, 
is indicated. Of 31 patients with malignant hyper- 
tension, 13 were treated and 18 were untreated. 
Seventeen of the latter group have died, while of 
the treated patients 11 are living and 2 are dead. 
Eleven of the 18 untreated patients died of renal 
failure and uremia. Treatment of patients with 
malignant hypertension has completely altered the 
cause of death, and, when treatment was started 
as long as the blood urea nitrogen level was nor- 
mal, patients rarely died of renal failure. The cause 
of death in treated patients usually was a cerebro- 
vascular accident or a coronary occlusion. 


Digitalis and Atrial Tachycardia with Block: A 
Year’s Experience. B. Lown, F. Marcus and H. D. 
Levine. New England J. Med. 260:301-309 (Feb. 12) 
1959 [Boston]. 


Although numerous recent reports emphasize 
the increasing frequency of digitalis poisoning, 
there is as yet little appreciation of the digitalis- 
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induced atrial arrhythmias, the prototype of which 
is paroxysmal atrial tachycardia with block. The 
present report is based upon an examination of 
episodes of paroxysmal atrial tachycardia with 
block studied at the time of their occurrence in 
1957 at the Peter Bent Brigham Hospital, Boston. 
Thirty-two episodes of paroxysmal atrial tachy- 
cardia with block were diagnosed in 23 patients. 
The criteria for the diagnosis were as follows: 
an atrial rate usually between 150 and 200; a 
demonstrable change in the morphology of the 
P wave; an isoeleciric baseline between consecu- 
tive complexes in all leads; and the presence of 
atrioventricular block, either spontaneous or in- 
duced by carotid sinus pressure or other vagal ma- 
neuvers. The role of digitalis was established on 
the basis of the clinical circumstances chronologi- 
cally related to the onset and cessation of the ar- 
rhythmia. Digitalis was considered to be the cause 
(1) if the arrhythmia developed during digitaliza- 
tion or after an increase in maintenance dosage 
and was abolished by withdrawal of the drug; 
(2) if the arrhythmia occurred in a digitalized pa- 
tient immediately after a mercurial-induced diuresis 
with a substantial weight loss; (3) if the arrhythmia 
appeared after an event known to enhance digitalis 
effect, such as potassium loss induced by vomiting, 
diarrhea, or hemodialysis; (4) if subjective and 
objective signs of digitalis overdosage appeared 
with the onset of paroxysmal atrial tachycardia 
with block and disappeared when the drug was 
withdrawn. 

Twenty-four of the 32 episodes of paroxysmal 
atrial tachycardia with block were due to digitalis 
intoxication. In 4 of the 24 episodes simply the 
discontinuance of digitalis and of diuretic meas- 
ures restored a normal mechanism. In 2, the ad- 
ministration of digitalis was continued; both patients 
died. In the remaining 18, measures in addition 
to stopping digitalis were required: Five epi- 
sodes were controlled by the oral or intravenous 
use of potassium; in 10 reversion was achieved by 
the combined use of potassium and procainamide; 
and 3 were controlled by procainamide alone. It 
appears mandatory to stop digitalis and suspend 
the use of diuretics until a normal mechanism is 
established. During the past 5 years there has been 
no reduction in the incidence of paroxysmal atrial 
tachycardia with block at the Peter Bent Brigham 
Hospital. The continuing high incidence of this 
and other manifestations of digitalis intoxication 
is due to a number of factors. There is no method 
that permits prediction of optimal digitalis require- 
ments; digitalization, therefore, is frequently car- 
ried either overtly or inadvertently to a toxic end- 
point. The state of digitalization, like all biological 
phenomena, is not static. An adequate maintenance 
dose at one time may prove inadequate or exces- 
sive at a later period. Furthermore, the margin 
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between a therapeutic and a toxic dose narrows 
with advancing age and increasing heart failure. 
Lastly, there is an increasing dependence upon 
electrolyte manipulation in the management of 
patients with heart failure. Losses of potassium 
that may attend such measures predispose to in- 
toxication. 


Routine Blood Control and Prevention of Medica- 
mental Hemopathies. T. K. With. Ugesk. lager 
121:77-81 (Jan. 15) 1959 (In Danish) [Copenhagen]. 


Routine blood cell counts are of doubtful value 
in the prevention and early diagnosis of granulo- 
cytopenia induced by drugs and can at best be 
an adjuvant to clinical control. Clinical control 
consists in impressing on the patient at every con- 
sultation the risk involved in taking the drug in 
question and the paramount importance of im- 
mediate withdrawal of the drug and immediate 
contact with the physician for blood control in 
case of malaise, fever, sore throat, or sudden exan- 
them. The blood control must include both leuko- 
cyte and differential counts. Normal values in case 
of clinically alarming symptoms do not exclude 
a developing granulocytopenia. On normal values 
the count should be repeated daily for a week or 
until the symptoms have disappeared. The control 
must be maintained for the first 2 weeks after with- 
drawal of the medicament. 


SURGERY 


Multiple Simultaneous Complications of Peptic 
Ulcer. S. W. Moore and F. W. Fuller. Am. J. Surg. 
97:184-190 (Feb.) 1959 [New York]. 


Between Jan. 1, 1940, and March 1, 1957, there 
were 969 admissions to the surgical wards of the 
New York Hospital for perforated, bleeding, or ob- 
structed peptic ulcer. This group consisted of 775 
different patients. Of the 969 admissions, 89 (9.2%) 
represented 82 different patients with a combina- 
tion of 2 or 3 complications. The remaining 880 
admissions represented 693 patients with only a 
single perforation, hemorrhage, or obstruction. In 
the entire study there were 152 patients with per- 
foration, 678 with hemorrhage, and 233 with ob- 
struction. In the group with multiple complications, 
there were 32 with perforation, 74 with hemorrhage, 
and 77 with obstruction. Thus, 21% of all patients 
with perforation had concurrently 1 or 2 other com- 
plications, as did 11% of all with hemorrhage, and 
33% of all with obstruction. Fifteen of the 82 pa- 
tients in the multiple entity group died, represent- 
ing a mortality rate of 17% of 89 admissions in this 
group. Thirty-six of the 693 patients in the single 
entity group died, representing a mortality rate of 
4% of the 880 admissions in this group. These find- 
ings showed that nearly 10% of the patients had 
more than one of the 3 complications (perforation, 
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hemorrhage, and obstruction), and that such com- 
binations produced a mortality 4 times as great as 
among patients with only one such complication. 

There was a strong association of severe unre- 
lated diseases, especially malignant tumors, in the 
multiple entity group. Twenty-one (over 25%) of 
the 82 patients were thus affected. That these asso- 
ciated lesions are often in an early and previously 
undiagnosed state at the time of the admission for 
the combined complications suggests that they may 
serve to exacerbate an existing ulcer tendency and 
that a severely complicated peptic ulcer may indeed 
be an early warning signal of their presence. A vig- 
orous examination, especially for pulmonary dis- 
ease, is indicated in every patient surviving 
combined complications of peptic ulcer. The triple 
combination of perforation, hemorrhage, and ob- 
struction is much more common than previously 
believed, having occurred in 5 of the 82 patients 
with multiple complications. 

The high mortality rate among patients with com- 
bined perforation and hemorrhage, when the hem- 
orrhage is massive, was again confirmed. A search 
for multiple ulcers in the stomach and duodenum 
should be made whenever the operation of plica- 
tion is done in a case of perforation, and primary 
gastric resection should be strongly considered 
if they are found. Simple gastroenterostomy, gas- 
troenterostomy with vagotomy, or primary gastric 
resection should be performed for an obstructed 
perforated ulcer. Such an ulcer usually involves 
both the anterior and the posterior pyloric walls 
and makes more likely the occurrence of a massive 
postoperative hemorrhage as well as dehydration 
and electrolyte imbalance from pyloric obstruction, 
unless the additional procedure is performed. When 
actually confronted with a massive hemorrhage oc- 
curring near the time of perforation, the surgeon 
may be powerless because of the desperate general 
condition of the patient. Vigorous blood replace- 
ment coupled with immediate gastric resection 
usually offers the only hope for survival. The occur- 
rence of multiple combined complications is a posi- 
tive indication of advanced, intractable ulcer dis- 
ease requiring definitive surgical treatment, usually 
gastric resection, at the earliest possible moment. 


Acute Cholecystitis. J. J. Byrne. Am. J. Surg. 97: 
156-172 (Feb.) 1959 [New York]. 


The author presents a pathological and clinical 
review of 82 women and 52 men, between the ages 
of 24 and 91 years, with acute gallbladder disease, 
who were admitted to the surgical service of the 
Boston City Hospital. Microscopic examination of 
75 pathological specimens obtained from these pa- 
tients provided good evidence that gallbladders may 
be easily operated on within the first 10 days of an 
acute attack, and that the earlier this operation is 
performed, the less chance there is for subsequent 
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perforations by either gangrene or infection. An 
additional consideration favoring early operation 
may be the prevention of an occasional case of 
septicemia due to Escherichia coli, which has an 
ominous significance. Most of the complications of 
gallbladder disease, such as perforation, gangrene, 
or empyema, and 15 of the 16 deaths, occurred 
in patients over 60 years of age or in patients with 
associated disease. A more vigorous approach must 
be planned for this group. The possibility of acute 
cholecystitis must be stressed in all patients with 
known biliary disease who enter a hospital for med- 
ical or surgical treatment of unrelated diseases. 
This may help to explain an occasional difficult 
diagnostic syndrome, once therapy for unrelated 
disease, such as pernicious anemia, leukemia, diar- 
rhea, pulmonary emphysema, and asthma, is begun. 

There was poor correlation between signs and 
symptoms and the state of an acutely diseased gall- 
bladder. Consequently a watchful conservative ap- 
proach of waiting and observing may actually be 
careless waiting and blind guessing. Laboratory 
aids are of some value, especially if correlated 
with the patient’s age and associated vascular dis- 
ease. Of particular significance is an elevated dia- 
phragm on the right side, since, when it is present, 
it is associated with complicated disease of the gall- 
bladder in a high percentage of patients. The dif- 
ferential diagnosis should carefully rule out 
hepatitis, heart disease, pneumonia, pancreatitis, 
and pyelonephritis. 

The preferred operation is cholecystectomy, with 
cholecystostomy reserved for patients in poor gen- 
eral condition or for those in whom the pathological 
findings are too severe. Unless there are definite 
positive indications, exploration of the common bile 
duct is not advised, particularly in patients with 
associated vascular diseases. The over-all mortality 
rate was 12% and varied with the condition of the 
gallbladder and the physical status of the patient. 
Early operation may control the condition of the 
gallbladder. Sufficient time must be taken before 
surgical intervention to improve the physical status 
of the patient. 


Carcinoma of the Esophagus and Cardia: Results 
of Treatment, 1946 to 1956. F. H. Ellis, Jr., R. C. 
Jackson, J. T. Krueger and others. New England 
J. Med. 260:351-358 (Feb. 19) 1959 [Boston]. 


Resective surgery for carcinoma of the esophagus 
and cardia can now be carried out with a reason- 
ably low mortality. Opinion differs, however, as 
to whether this form of treatment affords the 
patient sufficient relief of symptoms and prolonga- 
tion of life to justify the risk and discomfort of 
a major operative procedure. This prompted the 
authors to study 909 patients with carcinoma of 
the esophagus and cardia admitted to the Mayo 
Clinic between January, 1946, and January, 1956. 
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Most of the patients were between the ages of 
50 and 69 years. The patients were divided into 
2 groups, those seen in the 5-year period from 
1946 through 1950 and those seen in the 5-year 
period from 1951 through 1955. Surgical explora- 
tion was carried out in 414 (45.6%) of the 909 
patients; of these, 245 (27%) underwent resection. 
Forty-eight (11.6%) of the 414 patients who were 
subjected to operation died at the hospital, 39 
(15.9%) of them dying after resection. Comparison 
of the experience gained in the two 5-year periods 
revealed a significantly lower mortality and higher 
resectability during 1951-1955. An increase in the 
number of resections carried out on patients with 
carcinoma of the lower portion of the esophagus 
or carcinoma involving the esophagogastric junc- 
tion accounted for the increased resectability rate. 
The mortality from exploration remained low in 
both periods. The over-all 5-year survival rate 
among the 117 patients surviving the resection it- 
self was 17.2%. Squamous-cell carcinomas of the 
lower part of the esophagus and the esophago- 
gastric junction have the best prognosis, and car- 
cinomas of the upper half of the esophagus and 
adenocarcinomas involving the esophagogastric 
junction have the worst prognosis. Radiation ther- 
apy did not favorably affect the survival of pa- 
tients in whom resection was not done, with the 
possible exception of those with lesions in the 
cervical portion and the upper half of the esopha- 
gus. 

In spite of the admittedly low 5-year survival 
rate of 3.9% of all patients seen during the two 
5-year periods, analysis of the data presented seems 
hopeful in some respect. A considerable reduction 
in mortality can be achieved by the elimination 
of the high number of anastomotic leaks, which 
caused 50% of the total deaths in this series. Fur- 
thermore, effective palliation can only be achieved 
if the resectability rate is increased. The mortality 
from exploration is low enough to warrant explora- 
tion in a greater number of patients in the hope 
of effecting palliative or even curative resections 
in more patients. It is doubtful whether better 
survival rates can be achieved for lesions located 
in the upper half of the esophagus or for adeno- 
carcinomas of the cardia. It is, therefore, suggested 
that palliative resection for lesions of the latter 
type be employed when feasible. It must be re- 
membered, however, that the ultimate rate of 
cure of carcinoma of the esophagus will probably 
always be low. Proper selection of patients for 
an aggressive surgical attack, as well as a reduc- 
tion in mortality, will place the surgical approach 
to this lesion on a sounder basis. Modern tech- 
niques that make use of supervoltage radiation 
therapy may well prove to be effective in the pal- 
liative treatment of lesions in cases in which avail- 
able clinical data contraindicate the use of sur- 
gical measures. 
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QUESTIONS AND ANSWERS 


J.A.M.A., May 30, 1959 


UTERINE SUSPENSION 
To tHe Eprror:—Some hospital staff men question 
the justification of performing uterine suspensions 
not per se but rather as a procedure associated 
with other conditions. Some believe that uterine 
suspension is indicated and justified in patients 
in whom relative sterility is associated with the 
loss of the pregnancy one or more times if there 
is persistent retroversion of the uterus, If uterine 
suspension is ever justified, what are the indica- 
tions? W. G. Thompson, M.D., Millvale, Pa. 
Answer.—Carter and co-workers (J. A. M. A. 
148:995-1002 [Mar. 22] 1952) in a study of 500 
couples originally examined for infertility found a 
decreased incidence of pregnancy in wives who 
had undergone certain gynecologic operations. 
Wives with similar gynecologic conditions on whom 
no operation had been performed showed no such 
decrease. They believed that in the infertile patient 
suspension was rarely justified because it did not 
increase the incidence of pregnancy. The operation 
does not prevent miscarriage. The finding of a 
retroverted uterus is not an indication for this op- 
eration. When a pelvic operation is performed for 
proved endometriosis it is often the practice to in- 
clude some form of uterine suspension. In the per- 
formance of tuboplasty, the uterus might be sus- 
pended as an aid in preventing postoperative 
complications. In visits around the United States 
one is rather surprised to see a uterine suspension 
scheduled, but the frequency with which the opera- 
tion is still performed is diminishing. 


YELLOW JACKET STING 
To tHe Eprror:—In August, 1958, a patient had 
to be hospitalized with an almost fatal reaction 
from a yellow jacket sting. Is there any desensi- 
tizing agent that this patient could use? 
Rembert Bayne, M.D., Selma, Ala. 


Answer.—Desensitization has been attempted in 
some related venom exposures, but the results have 
not been satisfactory. Immunization may be ac- 
complished up to a certain point but does not last 
long enough to be an effective preventive for 
trouble from a later exposure. This consultant’s 
experience has been with the treatment of the 
acute stage. In some instances the reaction has 
been severe and is in the nature of an anaphylactic 

The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
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shock. In such patients the most effective remedy 
seems to be subcutaneous injection of a 1:1,000 
solution of epinephrine in a dose of up to 1 cc. (ac- 
cording to the age of the patient). This may be 
repeated if required. Calcium lactate or gluconate 
in a 10% solution, administered intravenously, up 
to 10 cc., has been used with success. These pa- 
tients may be treated locally with applications of 
a paste made from sodium bicarbonate or a dress- 
ing moistened with dilute ammonia solution. If 
these are not quickly available, laundry soap may 
be used. These local applications often relieve 
symptoms, inasmuch as the venom in all these 
insect stings seems to be acid. 


HYPOTHYROIDISM AND ARTHRITIS 

To THE Eprror:—A dentist has said that sore gums 
under dentures are frequently caused by a lack of 
mucin in the saliva. This condition is found in 
hypothyroidism and is corrected by giving thy- 
roid extract. Could a similar lack of mucin in 
synovial fluid promote arthritis? It is said that 
years ago thyroid extract was used in the treat- 
ment of arthritis. 

J. F. Edward, M.D., Winnipeg, Canada. 


ANnswer.—There is no evidence of a causal rela- 
tionship between hypothyroidism and arthritis. In 
some situations where a low metabolic rate is en- 
countered, desiccated thyroid has been given on 
an entirely empiric basis in the past. The assump- 
tion that a lack of mucin in the synovial fluid 
could promote arthritis does not appear to be a 
valid concept from an endocrine standpoint. 


BONE GLUE 

To tHE Eprtor:—Are there any reliable data on the 
use of a bone glue in the restoration of bone con- 
tinuity in poorly healed fractures of the middle 
third of the humerus? A 42-year-old man had a 
tibial graft for an old fracture of the humerus, 
but it failed to take. Would bone glue be indi- 
cated in such a case? 

John K. Griffith, M.D., Valley Falls, Kan. 


ANnswer.—Reliable data on use of a bone glue can 
be found in the Aug. 25, 1958, issue of Medical 
Science and in Surgical Forum, vol. 9, 1959, page 
762. An article also appears in the April, 1959, 
issue of the American Journal of Surgery, outlining 
some of the clinical results. The substance used is 
called Ostamer and is being supplied for clinical 
investigation by the Wm. S. Merrell Co., Cincin- 
nati 15. 
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they Chronically ill geriatric patients “reported* 
feel better ‘ feeling much more vigorous and experienc- 
: ing an increase in appetite” while receiving 
they Nilevar. 
eat better agent has been found capable 
of maintaining a positive nitrogen balance? 
even in patients receiving daily a subcaloric 
and barely adequate protein diet containing 
= 76 Gm. of protein and 900 calories. 
: - The anabolic activity of Nilevar in chroni- 
IM pr Oves the cally ill patients* “was indicated by a marked 
: Mm decrease in urinary nitrogen, phosphorus and 


% ver -all pictur e€ : potassium excretions,” thereby improving the 
in chronic balance of these constituents. 


A : The following are among the chronic ill- 
illness : nesses in which administration of Nilevar has 
= been accompanied by improvement in nitro- 

gen balance, appetite and general well-being: 


cardiac disease‘ 
tuberculosis® 
gynecologic conditions (various)' 


carcinoma (palliative therapy)” 


DOSAGE: 
The dosage for adults is 20 to 30 mg. daily, in single 
courses no longer than three months. For children the 
daily dose is 0.5 mg. per kilogram of body weight, in 
single courses no longer than three months, 
NILEVAR (brand of norethandrolone) is supplied as: 
Tablets, 10 mg. each, uncoated, unscored, white. 
Drops, 0.25 mg. per drop. Calibrated dropper is supplied. 
Ampuls, 25 mg. each, for intramuscular administration. 


G. D. Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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Coronary 


Your high-strung angina patient 
often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


Curbs emotion 
as it boosts 
coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 


leaves him more freedom 


for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 


increases his exercise tolerance. 


Miltrate 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 10 mg. penta- 
erythritol tetranitrate. Supplied: Bottles of 50 tablets, 
Usual dosage: | or 2 tablets q.i.d. before meals and at bed- 
time. Dosage should be individualized. 
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CLASSIFIED ADVERTISEMENTS 


Personal classified advertising rates are $9.75 for 
ads of 30 words or less and 35c each additional word 
in regular type or $12.25 for 30 words and 60c each 
additional word in bold face type. There is also a 
60c charge made on the first insertion of an ad 
when a box number is used and answers sent care 
of A. M. A. Count 4 additional words for a box. 
Commercial classified advertising rates are $12.50 
for ads of 20 words or less and 40c each additional 
word in regular type or $15.75 for 20 words and 
55c each additional word in bold face type. Com- 
mercial rates cover all ads of manufacturers, 
dealers, agencies, etc. Box number charge same 
as personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF 


Journal A.M.A., 535 N. Dearb Dearborn St., Chicago 10 


NOTICE 


WANTED—RESIDENT TO RENT HOME AND OF- 
fice; take over part time office practice southwest De- 
troit near expressway. Box 8239, % AMA 


5 VOLUMES OPERATIVE THERAPEUSIS — ‘EDITED 
by Alexander Bryan Johnson, ap. D. Appleton & 
Company, 1915. Box 8212, % AMA. 


WANTED — ELEC TROENCEPH ALOG RAPHER TO ES- 
tablish department in 600 bed general hospital; Florida 
license required; part time percentage basis; extramural 
private practice i:ikely necessary, Contact: Hospital Di- 
rector, Tampa General Hospital, Tampa 6, Florida. 
(Telephone 8-0711). 


RESIDENCY WANTED 


OPHTHALMOLOGY RESIDENCY DESIRED AT SEC- 
ond year level beginning July 1; graduate Class A U. 
8S. medical school; rotating internship, and presently 
completing Ist year of eye residency. Box 8240, % 


AMA. 


OPHTHALMOLOGY RESIDENCY WANTED — COM- 
mencing January |, 1960 following completion of Lan- 
easter Basic Science Course; desire well ro- 
gram; veteran; excellent references. Box 8241, Y AMA 


ASSOCIATES WANTED 


ASSOCIATE DESIRED IN NEW LY ERECTED MEDI- 
cal center; Finger Lakes Region; New York state; no 
investment needed; financial re muneration open; present 
gross solo $50,090; ceiling unlimited; no opposition; 
twenty miles from city of medical and cultural center. 
for details: Conesus Lake Medical, Livonia, 

yew 


ASSISTANTS WANTED 


WANTED — ASSISTANT OR PARTNER IN ACTIVE 
general practice; should be willing to take over in short 
time; upstate New York, population 50,000; area is 
agricultural, has good industries, excellent fishing and 
hunting, one college, two hospitals. Box 8155 B, 
AMA. 


WANTED — ASSISTANT IN INTERNAL MEDICINE 
and pediatrics; Maryland suburb of Washington, D. C, ; 
salary first year $12,000, second year $14,000; succeed- 
ing years percentage; professional and personal data 
requested, Box 8124 B, % AMA. 


PHYSICIANS WANTED 


GENERAL PRACTICE DEPARTMENT OF FIFTY 
man group seeking family practitioners for outpatient 
and hospital care; own hospital; complete clinic staff 
includes technician, nurses, administration; essential- 
ly all sub-specialties represented on staff with close 
cooperation; compensation negotiated cenenalag on 
training and experience; rotate night and week-end 
duties; annual salary increments, group insurance, re- 
tirement fund; four weeks paid vacation; postgraduate 
studies and meetings, medical and hospital coverage ; 
the same group has openings for additional personnel 
in the following departments: pediatrics, dermatology, 
bY hthalmology, orthopedics and radiology. Box 8215 C, 


WANTED—PHYSICIANS FOR FULL TIME EMPLOY- 
ment as ward physicians on Neuropsychiatric Service in 
modern Veterans Administration Neuropsychiatric hos- 
pital, Jefferson Barracks, Missouri, located 12 miles 
trom downtown St. Louis; starting salary ranges from 
$8,330 to $12,770 plus 15% specialty allowance if 
Board Certified; 30 days annual leave, in-grade salary 
increments, liberal sick leave, insurance and retire- 
ment benefits; applicants must be U. S. citizens under 
60 years of age; graduates of approved medical schools 
and physically qualified; psychiatric experience desired 
but not necessary. If interested, communicate with: 
The Manager, Veterans Administration Hospital, Jeffer- 
son Barracks, Missouri. Cc 


WANTED IMMEDIATELY — GENERALIST INTER- 
ested principally in pediatrics and obstetrics in New 
Hampshire coastal city to take over office of physician 
who is leaving for residency July 1 in obstetrics-gyne- 
cology; three fully equipped consultation and examin- 
ation rooms including refrigerator and air conditioner, 
ete., plus waiting room with separated nurse-secretary 
area; charts complete on desirable patients ; pital 
within 2 blocks; immediate staff appointment available 
excellent consultants in all departments and cooperat- 
ive general staff. Box 8218 C, % AMA. 


COMMUNITY IN NEED OF MEDICAL DOCTOR; THE 
community of Mt. goers Pennsylvania; half way be- 
tween Buffalo, New York and Pittsburgh, Pennsyl- 
vania is in need of a general practitioner; excellent 
opportunity for a doctor; hospital facilities nearby; 
population 1,700, with 4,000 inhabitant surrounding 
area. For further information contact: Allan Phillips, 
Secretary, Chamber of Commerce, Mt. Jewett, Penn- 
sylvania. 


(Continued on next page) 


DOCUMENTED 
CASES* 


VIRAC® REX 
WELL-TOLERATED 


BROAD SPECTRUM MICROBIOCIDE 
Brand of Undecoylium Chloride-iodine 
NON-SENSITIZING NON-STAINING 


Virac Rex is an iodine complex with 
the powerful penetrating action of a 
quaternary._It has proven highly ef- 
fective in a wide range of infectious 
conditions. 
References 

¥ Krippaehne, et ai, Clinical Trial of a New Cationic 
lodophore as a Topical Germicide, Western Jr. 


Surg. = Gy., Vol. #67, March-April 1959, Pages 
114-1 


ing et t al, Skin Degerming Agents With Special 
Reference To A New Cationic lodophore, S. G. O., 
Vol. #107, #4, Oct. 1958, Pages 442-446. 


Harris, et al, The Adaptation of Virac, A New lodo- 
phore, To Clinical Use, A.M.A. Arch. of Oph., Vol. 
60, Aug. 1958, Pages 206-214. 

Lawrence, The Effects Of Disinfectants On Anti- 
biotic Resistant And Antibiotic Sensitive Strains Of 
Micrococcus Pyogenes, Var. Aureus, S.G.O., Vol. 
#107, #6, Dec. 1958, Pages 679-684. 


Available through physicians’ supply houses 


RUSON LABORATORIES, Inc. 


PORTLAND 2, OREGON 


The Collins 
RESPIROMETER 


It's a Metabolism Apparatus— 
a Vital Capacity Spirometer— 
and a Maximum Breathing Re- 
corder. For the evaluation of 
cardio-pulmonary function, this 
new instrument is basic to the 
modern office or hospital, and 
it is as easy to use as any con- 
ventional BMR apparatus. 


The Collins Vitalometer is only 
one of many spirometers de- 
signed especially for the study 
of respiration—Plastic, Timed, 
Recording, Box-Balloon, Dou- 
ble-Broncho and spirometers 
from one to 600 liters capacity. 
Write for new 42 page catalog 
giving description and prices +p all 


y function 
accessories. Ask for ‘catalog rez 


WARREN €E. COLLINS, INC. 
Specialists in Respiration Apparatus 
555 HUNTINGTON AVE., BOSTON 15, MASS. 


195 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES 
Price per annum in advance, including postage: 
D tic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U. S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order, Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: When 
there is to be a change in your address, THe 
JourNAL or any other A. M. A. periodical to which 
you subscribe should be notified at least six 
weeks before the change is made. The address label 
clipped from your latest copy of the periodical, 
and the old and new address, including your postal 
zone number, should be included in the new ad- 
dress. Your instructions should state also whether 
the change of address is temporary or permanent. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
Separate sheet for each subject. 


CONTRIBUTORS 


EXCLUSIVE PUBLICATION: 
Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIA- 
TIon is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue Journat if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in Tne JournNnaAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled’ Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe Jounnat do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THe Jounnat when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 
A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Deansoan Street, Cricaco 10 
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PRURITUS ANI 
treated ORALLY with 


Borcherdt’s 


shows good results. We would like to 
send you the recently published paper 
by Dr. Louis H. Brooks who says, 


“It was found that administration of 
Malt Soup Extract in dosages of one or 
two tablespoonfuls twice daily produced 
favorable results. Within two or three days 
after beginning this simple regimen, the 
itching and burning usually disappeared. 
Frequently there was prompt remission of 
symptoms which was followed by improve- 
ment in the condition of the tissue of the 
anal canal and the perianal skin.””* 


What Malt Soup Extract is. It’s a non-diastatic 
barley malt extract, neutralized with potassium 
carbonate. 

How Malt Soup Extract works. It works by 
restoring the normal acid condition in the lower 
tract and by promoting the growth and develop- 
ment of aciduric bacteria. 

How soon can results be expected? The itching 
and burning will usually disappear in about three 
days, while the healing of the perianal skin is 
usually complete in about three weeks. 

What is the usual effective dose? Two table- 
spoonfuls, twice a day (heaping if powder) is the 
usual effective dose which can be reduced as symp- 
toms disappear. (Allow for carbohydrate content 
when treating diabetics). 


What forms are available? Two forms are to be 
found in most drug stores coast to coast—the 
original liquid and the newer, popular powder. 
Both are sold under the name: MALT SOUP EX- 
TRACT (Maltsupex). 


What sizes are to be had? Both powder and 
liquid come in 8 ounce and 16 ounce bottles. 


* Diseases of the Colon & Rectum, Vol. 1, No. 5, Sept.-Oct. 1958. 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


Borcherdt Company 
217 No. Wolcott Ave., Chicago 12, Illinois 
In Canada: Chemo Drug Co. Ltd., Toronto, Ont. 


| Borcherdt Company G&a | 
| 217 N. Wolcott Ave., Chicago 12, Ill. | 
| Gentlemen: Please send me sample of Malt Soup Extract | 
| (0 Powder (© Liquid) and literature. 


M.D. 


Address. 


TONICS AND SEDATIVES 
ee 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


My Favorite Story 


At the complaint counter of a large de- 
partment store, a woman walked over 
carrying an automatic toaster. She asked 
the clerk at the desk, “Do you recall per- 
suading me to have this repaired instead 
| of getting a new one in exchange for it?” 

“Yes, madam,” the clerk said smilingly. 

“Well,” she replied with an even broader 
smile, “I brought two pieces of bread with 
me and I'd like you to toast them for me.” 

Obligingly the clerk plugged in the 
toaster, inserted the bread, and pushed 
down the lever. Darkness descended on the 
busy afternoon shoppers as every light on 
the floor blew out. 

“Now do I get my new toaster?” she 
asked. 


He was training his dog to “speak” for 
his meals. Therefore he would hold the 
dog’s food just out of reach and bark a 
few times before giving it to him. He 
hoped the dog would associate barking 
with food and begin to “speak” for him- 
self. 

After a week of going through this rou- 
tine, he again held the food out of reach 
and waited for the dog to bark. The puppy 
did not respond to the cue, but being 
| kindhearted the man put the dish before 
him anyway. 

Then came the shocker—the dog refused 
to eat until his master barked. 


A well-known producer who reluctantly 
attended a Hollywood party discovered to 
his horror that there was going to be 
scavenger hunt. The guests were given 
individual lists of things to get. The pro- 
ducer, list in hand, started tiptoeing to- 
ward the door. 

The hostess said, “What are you sup- 
posed to get?” 

“Eight hours of sleep,” he told her and 
departed into the night. 


(Continued on page 198) 
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SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTHESIOLOGIST: New England Hospital, Salary 


$20,000 or bette 

ASS’T. MEDICAL DIRECTOR: (a) Paper division of 
well-known cherical corporation, deep South, inter- 
esting and stimulating work, medical desertment con- 
sidered one of finest of its kind in country, $10-$12,000 
(b) Home office, Insurance company, East, 6-man 
clinical practice, regular hours, $10, - 


000 m art 

CHIEF PROFESSIONAL SERVICES: New chronic dis- 
ease hospital, New England, Salary open 

CONSULTANT in Consulting Bureau z Editorial Depart- 
ments, Eastern medical reference book publishing 
company, desire with and curious 
interest in medical fiterature, 5-day w 

DIRECTOR Medical Education & Research, new program 
for doctor with oo background in research, metro- 
politan area MW, 1 0 $20, 

in $15,000, op unity to 

join Group as fait” partner from start wit out. invest- 


GENERAL PRACTICE: With interest in traumatic sur- 
oer and Obstetrics, southern California, association 
man Specializing in “etal % 
INDUSTRIA Physician to estab medical for 
division of now orpora- 


MW, to 
MEDICAL DIRE TOR: fr | approved general hospital, 
to $1700 
PEDIATRICIAN: $15,000 start, group now occupying 
0, ‘Soo clinic, excellent hospital facilities, MW, won- 
derful hunting and fishing country 
PHARMACEUTICAL: Small MW company with unusual 
research emphasis and facilities; special knowledge of 
enzymology or of laboratory procedures especially de- 
sirable, creative thinking, warneens to travel, writing 
poe factors upon which candidates will 
to $14,000 initially, fringe benefits 
PHYSICAL. Wepicine and Rehabilitation, Chief of De- 
partment, New England, veterans home, to $13,140, 
o—- and full maintenance available on grounds 
at moderate cost 
PSYCHIATRIST: Pacific Northwest, large clinic. 2 ex- 
cellent hospitals available, salary ($1 month) first 
ear, then partnership 
1OLOGIST: Two established Radiologists 
ads in new x-ray departments—500 
general hospitals, isoto rogram, a school 
One Vertes anticipated, $25, guarantee first year, 
io Val 
Partnership internist, progressive small 
entage—can be $15,000 first 
fully aceredited ‘hos pital in town 


Upon request one of our applications will be mailed to 
you. Write us | today—e post card witt do. 


WANTED — GENERAL PHYSICIANS; UNDER 35 
ears of age; full time hospital practice; opnercnerty 
develop interest: with veil. 
able in professional care of 10 Miners. Me- 
morial Hospitals; full time with com- 
progressive 


gin 
ical Director. Miners Memorial Hospital Association, 
1427 Eye Street, N. W., Washington 5, D. C. 


COLLEGE PHYSICIAN—$11,300, ONE MONTH'S VA- 
cation; nine to five clinic hours, six thousand students; 
two other physicians share cali every third week; pa- 
tients also followed definitively in hospital; small town, 
culturally orientated to college activities; Washington 
has reciprocity with Alaska, Arizona, Arkansas, Col- 
orado, Minnesota, Nevada, Oregon, South auntie. 
Texas and Wisconsin; inquire before July 31, 195 
Harry B. Zion, MD, Director, Washington State Co! 
lege, Pullman, Washington. Cc 


VETERANS ADMINISTRATION CENTER, HoT 
Springs, South Dakota; needs physicians ; qualified in 
general surgery, primary interest urology, and qual- 
ified in general medicine with primary interest geriat- 
ries, to serve on staff of 255 bed GM&S hospital; citi- 
zenship and licensure mandatory; Hot Springs located 
in heart of Black Hills, vacationland for fishing, hunt- 
ing, boating, other outdoor sports. Write Manager for 
further particulars. Cc 


PUBLIC SCHOOL PHYSICIAN VACANCY — FULL 
time medical officer for public schools, Ithaca, New 
York; twelve months contract; includes one month's 


summer vacations; opportunity to supplement income 
as summer camp medical consultant; salary commen- 
surate with experience; advantages of educational cen- 
ter. Please write: Ithaca Superintendent of Schools 
promptly. Cc 
RADIOLOGY FELLOWSHIP AVAILABLE IMMED!I- 
ately through July Ist for one, two and three year 
training periods; new teaching hospital, near the United 
Nations; training in diagnosis, therapy, isotopes and 
radum; stipend $1,920 per annum with full mainte- 
nance. Apply: Milton Birnkrant, MD, Director of Radi- 
ology, Beth David Hospital, 321 East 42nd Street, New 
York 17, New York Cc 
WANTED—BOARD CERTIFIED ORTHOPEDIC SUR- 
geon; for full time hospital practice in professional care 
program of the pg Memorial Hospitals; starting 
compensation $20,000; progressive pay scale. For details, 
address: The Clinical Director, Miners Memorial Hos- 
pital sy ee 1427 Eye Street, N. W., Washing- 
ton 5, c 
WANTED—QU ALIFIED PHYSIATRIST FOR LARGE 
modern rehabilitation department in the University of 
Alberta Hospital, Edmonton, Alberta, Canada; over 
1,000 beds; hospital board encourages private enterprise 
type of practice. Apply to: Superintendent in first letter, 
giving curriculum vitae, references and income ex- 
pected. Cc 
WANTED — BOARD CERTIFIED INTERNIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; experience in the 
eats of hematology required; starting compensation 
8,000; progressive pay scale. For details address: The 
Director, Miners Memorial Hospital 
1427 Eye Street, N. W., Washington 5, D. c 


(Continued on page 198) 
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dosage problem with 
muscle relaxants? 


no problem with 


PARAFLEX 


Chlorzoxazone 


eo just 6 tablets daily 1s an 


average effective dose 


Benefits of a 1- or 2-tablet dose persist for about 
6 hours, relieving pain and stiffness and improving 
function in musculoskeletal disorders such as low 
‘back syndrome, sprains, strains, myalgia, fibrositis, 
and stiff neck. Side effects are rare, almost never 
require discontinuance of therapy. 
Supplied: Tablets, scored, orange, bottles of 50. 
Each tablet contains PARAPLEX, 250 mg. 


McNEIB} 


McNeil Laboratories, Inc + 


"U.S, Patent Pending 749299 


; 


~- 
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. whether the dermatitis 
is wet or dry, acute or chronic, 
there's nothing better than an 
AVEENO Colloid Bath to 
provide effective, soothing relief. 


if it's wet. 


AVEENO’ 
Colloidal Oatmeal 
COLLOID BATHS 


reduce inflammation ... 
relieve pruritus. . 
mildly drying for wet dermatoses. 


AVEENO Colloidal Oatmeal is 
available in 18 oz. and 4 |b. boxes. 


if it's dry 


AVEENO 
“OILATED”’ 
COLLOIDAL EMOLLIENT BATHS 


(soothing colloidal oatmeal 
plus 35% emollient oils) 


lubricate the skin... 
soften dry, crusted lesions. 


t | is 10 oz. cans. 


AVEENO CORPORATION New York 19, N. Y. 
Pioneers in Ethically Promoted Colloid Baths 


TONICS AND SEDATIVES (Continued) 
The Double Take 
Item in the London Times: “The Clair- 
voyant Society will not have its meeting 
this week due to unforeseen circumstances.” | 


a | 

From a report of a Southern Police De- | 
partment: “Escaped from the State mental | 
hospital 11 Thirteen patients 


were returned.” 
© 


patients. 


From a report of the American Psycho- | 
logical Association: “Women who are co- 
operative and good sports are more likely | 
to have big families.” 


The WACs were listening to a disserta- | 
tion on what to do and what not to do in 
uniform, The speaker wound up: “If you're | 
going to do anything to disgrace your uni- 
form, take it off.” 

e 

From a Midwestern newspaper: 
Jones, the home town boy who built one of 
the country’s largest hen businesses from 


” 


scratch... 


From a New England newspaper: “Sar- | 
ah Putnam is poorly this spring. Her face | 
is much missed in church as it is always 
there when she is able to be present.” 


The Poetry Corner 


There’s a girl out in Ann Arbor, Mich., 
To meet whom I never would wish, 
She'd gobble ice cream 
Til with colic she’d scream, 
Then order another big dish. 


Quotes of the Week 


It was once remarked of a prominent 
member of the President’s cabinet that he 
had all the Christian virtues except res- 
ignation. 

When a man retires and time is no 
longer urgent his colleagues present him 
with a watch. 

Summer is when you ride bumper to 
bumper to get to a beach where you sit 
the same way. 


(Continued on page 200) 


| 900 North Michigan Avenue 


“Harry | 


J.A.M.A., May 30, 1959 
(Continued from page 196) 


The 
Medical 
Bure 


Chicago 


ADMINISTRATION : Med peep approved 
residents, inter $l, Cali 

| ANESTHESIOLOGY: (B70) Dir dept ‘new bed nese: 
fee-for-service; unusual oppor; coastal resort city, S 

FOREIGN: (BS!) Rad, path, surg; operations 

one indus co; 300-bed gen hosp; JCAH; excel sal 

Fed tax free) family m mtce 
GENERAL PRACTICE: (F64) GP take chge emergency 
wpe hosp; $12-$15,000; resort city Florida. 


group; 25,000 employees; 18 nurses; nr go. 

INSURANCE: pi To join staff leading co; oppor grad 
trng; 5-day week; NY 

INTERNAL MEDICINE: (H40) Ass’n Bd Int, FACP, 
assoc prof med; univ city, So; oppor full partner. 
(H41) Join staff diagnostic dept Ige co; head offices 
vie NYC; $13-$14,500. (H42) Ass'n dept med 32-man 
clinic; wealthy univ city SW. 

OBSTETRICS-GYNECOLOGY: (F83) Ass’n 9-man 
group; town 30,000; facilities 2 univ med schools; 
Calif. (F84) Ass'n 2t-man clinic; coll town 40,000, 


Pac NW. 
OALR: (E69) Oph Bd or elig; assoc 2 Bd ophs; coll 


town 175,000, Texas. 
ORTHOPEDICS: (KI9) Ass’n 2 orth surgs; 18-man 
pene: -_ city 300,000, So. (K20) Ass’n Bd man, 
ACS; busy pract; partner oppor; NY 
PATHOLOGY: (L35) ‘Dir & assoc; 475-bed %, 
realizing $50,000 rs annum for dir; $35,000 for 
assoc; univ city 150,00) 
PEDIATRICS: (M46) Cert or elig for ass’n expanding 
Calif; partner oppor. 
P50) Ass'n 22-man group; univ city 250,000. 
RADIOLOGY: (R82) Dir dept new 250-bed hosp; sal or 
. erase, or net; considerably over $35,000 net; coll 


SURGERY. (U65) Young gen surg qual cardiovascular 
urg; 22-man group; univ ci 
UROLOGY: (W52) Group estab '18; Calif. 


Please send for our Analysis Form, 


Burneice Larson oirector 


w -ANTED GENERAL PRACTITIONERS FOR DOMI- 
ciliary clinic providing medical care for 1,800 people; 
the clinic is equivalent to out-patient department of 
other hospitals; salary $9,890 to $12,770, depending on 
qualifications; 15° additional paid for Boards. Write: 
Charles C. Thomas, MD, Director, Professional Serv- 
ices, Veterans Administration Center, Dayton, Ohio. C 


WANTED — BOARD CERTIFIED PHYSIATRISTS; 
for full time hospital practice in professional care 
program of the Miners Memorial Hospitals; starting 
compensation $20,000; progressive pay scale. For details 
address: ~he Clinical Director, Miners Memorial Hos- 
1427 Eye Street, N. W., | 


WANTED — INTERNIST; BOARD CERTIFIED OR 
Eligible to join established group in southwestern 
Pennsylvania; present staff of 45 Board specialists, 
located in modern well equipped clinic; yearly stipend 
of $16,000-$25,000 depending on qualification ; annual 
soon and study periods. Write: Box 8214 C, % 
AMA. 


WANTED—BOARD CERTIFIED PATHOLOGIST—FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensation 
$20,000; progressive pay scale. For details address: The 
Clinical Director, Miners Memorial Hospital Association, 
1427 Eye Street, N. W., Washingtr 1 5, c. Cc 


FAMILY PHYSICIANS IMMEDIATE OPENINGS 
with medical group, southwestern Pennsylvania; excel- 
lent educational opportunities; paid annual vacation 
and study period; net starting income $12,000-$17,000 
depentiing on training, and experience; no investment 
required, Write: Box 8213 C, % AMA, 

WANTED—BOARD CERTIFIED RADIOLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensation 
$20,000; progressive pay scale, For details, address: The 
Clinical Director, Miners Memorial Hospital Association, 
1427 Eye Street, N. W., Washington 5, D. C. c 


APPLICATIONS ARE INVITED FOR POSITION OF 
Fellow in surgical cardiac rese arch at MeGill Univer- 
sity; at least two years’ residency essential; salary 
according to qualifications; candidate may register for 
M degree. Apply: Director. Experimental Surgery, 
MeGill University, Montreal, Canada. Cc 


WANTED — CHIEF; UROLOGY SECTION FOR 222 
bed general medical and surgical hospital; salary 
range $6,505 to $13,970 depending upon qualifications, 
plus 15% additional if Board Certified, not to exceed 
$16,000; liberal fringe benefits, Write: Manager, Vet- 
erans Administration Hospital, Marlin, Texas. c 


PHYSICIAN WANTED—GENERALIST; LOCATE IN 
small town; will turn over large obstetric practice to 
qualified doctor; nothing for sale; doctor desires semi- 
retirement; 20 minutes to open staff hospital. Dr. Kirk 
sey, Mulberry, Arkansas. 


ANTED — BOARD CERTIFIED PSYCHIATRISTS; 
for full time hospital practice at Beckley Memorial Hos- 
piel Beckley, West Virginia; starting compensation 
$20,000; progressive pay scale. For details address: The 
Clinical Director, Miners Memorial Hospital Associa- 
tion, 1427 Eye Street, N. W., Washington 5, 


ALASKA—GENERAL PRACTITIONER NEEDED BY 
leading clinic in Alaska; generous salary; assistance 
in housing; can arrange for one-two years or perma- 
nent. Helen Buchan, Pacific Coast Medical Bureau, 
Agency, 1404 Central Tower Building, 703 Market 
Street, San Francisco 3. c 

WANTED — FULL TIME INDUSTRIAL PHYSICIAN 
for transportation company; good. excellent 
working conditions. Box 8230 C, 


(Continued on page 200) 
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NOW... 
AROUND-THE-CLOCK 
CONTROL OF APPETITE 


NEW 
ENDURETS 


A PROLONGED-ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 


PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS’ 

Each ENDURET prolonged-action tablet contains 75 mg. of active principle. 
PRELUDIN® is also available as scored, square, 

pink tablets of 25 mg. for 2 to 3 times daily administration, 

Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


GEIGY 


Ardsley, New York 
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(Continued from page 198) 


OUR 63RD YEAR 


WOOD WAR 


FORMERLY AZNOES 


185 \Wabash-Chieago 


Dir dept; new 200 bd hsp; 
v fee basis; shid net in excess of $25,000, Ist yr. 
GENERAL PRACTICE: (a) Assoc w/GP, AAGP; op 
assist & do surg; $14,000 Ist yr; % basis w/guar, 
2nd; then prtnr; . (b) Assn, excel 12 man gro, 
expndg; to $15,000; oppor join orp as full prtnr, no 
investmt; liberal benefits; MW. (c) Interesting as- 
signmt; req’s one w/temperment to work under se- 
vere conditions; $17,400; Dewline, Alaska. (0) Asst 
to GP, priv pract, gen! & indus; $19,200 & 2 house- 


call fees; E. 

INDUSTRIAL MEDICINE: (t) Staff phys; 8500 emplys 
co, ige corp; $13, ; fringe benefits; pension pian: 
wonderful climate, West Coast. 

MEDICINE: (n) 7 man orp, well- 

to $20,000; prtnr, ard mw. 

assn {2 man orp; own bd hsp: $20,- 
000 ; . (h) oro; Hd dept; 7 man orp (4 “bipls): 

8,000 pilus bonus; $30,000, few 

ORTHOPED C8: (h) Bé elig, rnd; “head newly 

d man grp dally standards, est 
ly; unlimited oppor: 


: (1) Assoc w “Path; excl hsp affilns; 
$25. increases; city 100,000, MW. (m) Chief, 
ry jee. vol, gen! hsp; about $50,000; may also 


PEDIATRICS: (m) Assn, 10-man orp: own cl bid 
$15,000; prtnr oppor, net $20-25,000, few t's 

RADIOLOGY: (h) Assoc w/2 Dipls, Rad; 500 fully- 
aporvd hsp: all modern equ pmt; $25,000 guar, ist 

sTubENT Stal, univ; 50 bd infirm- 
ay 000 ; 

SURGERY: 


Grp assn; if will’g do some GP, $15,000 
increas’g $20,000, th smilr twn, Ul. 


en prtnr; 
PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL FOR YOU 
We = you our best endeavors—our integrity—our 63 
r record of effective placement achievement 
STRICTLY CONFIDENTIAL 


NEUROLOGIST—BOARD CERTIFIED OR QUALIFIED; 
required to assist in training and supervision or resi- 
dents in active teaching hospital, answer consultations, 
participate in clinical conferences; opportunity for re- 

search. Write: Director, Professional Services, Veterans 
Administration Hospital, Bronx 68, New York. c 


A BOARD ELIGIBLE INTERNIST IS BEING SOUGHT 
by a growing five man group; no other internist now 
affiliated; central Nebraska location with excellent, 
large drawing area; new building; very good salary to 
start; attractive early partnership. Box 8217 C, % 
AMA 

WANTED — GENERAL PRACTITIONER AS ASSO- 
ciate in one man clinic in small central Mlinois city; 
ear’s residency in obstetrics or medicine and draft 

wontd be Illinois license; $100 to 
200 a i.e tart ding on liftcati 
246 C, 


WANTED 
graduate of Class A school; 
tice residency required; 
Hlinois license necessary; 
aa 8243 C, % AMA 

TED — ORTHOPEDIST, OTOLARYNGOLOGIST 
“a ophthalmologist; young men Board Eligible or 
Certified to join 10 man speciality group in thriving 
ag town; initial salary. Box 

INT w YOUNG MAN; BOARD ELIGI- 
ble; who has recently finished training; favorable be 
ginning salary; oppertunity early partnership ; growing 
seven man clinic, Contact: Business Manager, Yellow 
Springs Clinic, Yellow Springs, Ohio Cc 

PHYSICIAN INTERESTED IN PUBLIC HEALTH; AS 
director, endowed health department; salary $9,600- 
$11,000; MPH desirable ; IHinois urban community; 


ia FOR 5 MAN CLINIC; 
formal 2 year general prac- 
salary open; partnership 
Chicago suburb. 


attractive position; no rural driving; no politics. Hy- 
gienic Institute, LaSalle, Ilinois, c 
140CUM TENENS — CALIFORNIA; RUSSIAN RIVER 
area out of San Francisco; for 30-60 days; salary with 
furnished apartment; considerable industrial. Helen 


Pacific Coast Medical Bureau, Agency, 1404 
703 Market Street, San Fran 


Buchan, 
‘ entree Tower Building, 
cisco 

WANT And YOUNG WELL TRAINED PHYSICIAN TO 
associate in general practice in western New York 
village and rural near university medical center; re 
muneration of about $1,000 noth with option of 
partnership later. Box 8249 C, AMA. 


WANTED—CERTIFIED OR BOARD oB- 
stetrician t ith Certified 
obstetrician- -gynecologist in quint-city area of western 
rapidity expanding practice, new offices, salary 
open. Write: Box 8250 C, % AMA. 

GENERALISTS—NEEDED FOR LOS ANGELES; SAN 
Diego, San Francisco and smaller towns throughout 
the state; no registration fee. William Stanford, Con- 
tinental Medical Bureau, Agency, 510 W. 6th Street, 
Los Angeles 14. Cc 

WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice; teaching 
research, public health or industrial medicine; National 
and international services, Our 62nd Year, Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. c 

PHYSICIAN WANTED PATHOLOGIST; BOARD 
Certified or eligible; small very active hospital; un- 


opposed; contract open; immediate availability. Ante- 
lope Valley Hospital, Lancaster, California, 1600 West 
Avenue J, Cc 


TONICS AND SEDATIVES (Continued) 


Sure, invite him over, but dilute him 
with friends. 
A cocktail party is a subway rush hour 


with Martinis. 


If I’ve said something I’m sorry for, I’m 


glad of it. 


Repartee is what a person thinks of after 
he becomes a departee. 


Anecdotes 


The producer had hired a talented young 
actor whose ego became more inflated with 
each triumph. After an opening night in 
which he scored a great success, he happily 
strutted off the stage. 

Just as he disappeared into the wings, 
there was a terrific explosion in the street 
outside. The blast rocked the theatre. “My 
the produver gasped. “His head’s 
burst.” 


Irving Berlin once urged Victor Borge to 
play only classics. 

Victor replied, “I would, but every time 
I play Mozart, I hear a little voice that 
whispers over and over, “Don’t play it, 
don’t play it.’” 
“Do you recognize the voice?” 
“Oh, sure, it’s Mozart’s!” 


The young man ran frantically down the 
ferry slip, leapt across some water, and 
landed with a crash on the deck of the 
boat. “Well,” he smiled, “I made it.” 

“What’s your hurry?” asked the deck 


Albumin 
Amino Acids 
Amylase 


Bilirubin 
Blood Volume 
Bromide 
Bromsulphalein 
Calcium 
Carbon Dioxide 
Chloride 
Cholesterol Clinical 
Creatinine Photoelectric 
Creatine 
Cyanmethemoglobin Colorimeter 
Ethyl Alcohol 
Fibrinogen Write for descriptive Bul- 
Galactose letin £406, also for Free 
Gamma Globulin copy of 12-page Introduc- 
Glucose tion to Clinical Photo- 
Hemoglobin electric Colorimetry. 
Hydrogen lon 
leteric Index 180-page Reference Book 
iron available separately, 
Lactic Acid Price $8.00. 
lead 
Lipids 
Magnesium 
N. P. 
Phenols 
Thymol Turb. Phosphatase 
Transominase Phosphorus 
Urea Nitrogen Potassium 
Uric Acid Protein 
Urobilinogen RBC Count 
Vitamin A Salicylotes 
Vitamin C Sodium 


Zinc Sulphate 
17-Ketosteroids 


PHOTOVOLT 


Sulfa Comp. 
Thiocyanote 


CORPORATION 


95 Medison Avenue New York 16. Y 


hand. Were coming in. 
D Dd 
e 


PLEASE DO NOT ASK for the 
names of classified advertisers in 
the JOURNAL who use box num- 
bers. It is our agreement with these 
advertisers that the information will 
not be released. Address your re- 
plies or inquiries to the box number 
given, c/o A.M.A., and they will be 
forwarded promptly. 


(Continued on page 202) 


“I just thought I'd keep it on until you noticed I was wearing a new hat!” 
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BOTH ARE OFTEN 


MYSTECLIN-V CONTAINS 
TETRACYCLINE PHOSPHATE 
COMPLEX FOR A DIRECT 
ATTACK ON 
THE PRIMARY 
INFECTION 


Mysteclin-V strikes 

directly at all tet- 

racycline sensitive organisms — most 
pathogenic bacteria, certain large virus- 
es, Endamoeba histolytica. it provides 
all benefits of tetracycline in the effec- 
tive phosphate complex form.! Patient 
response is rapid because initial high 
peak blood serum levels may be main- 
tained easily at the antibacterial attack 


level until the infection is conquered. 


NEEDED WHEN 


BACTERIAL INFECTION OCCURS 


MYSTECLIN-V 


SQUIBB TETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 


Capsules (250 mg./250,000 u), bottles of 16 and 100. 


Half-strength Capsules (125 mg./125,000 u), bottles of 16 and 100. 
Suspension (125 mg./125,000 u per 5 cc.), 2 oz. bottles. 
Pediatric Drops (100 mg./ 100,000 u per cc.), 10 cc. dropper bottles. 


MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 
FOR A SPECIFIC DEFENSE 
AGAINST SECONDARY MON- 
ILIAL SUPERINFECTION 


Mysteclin-V protects patients against 
antibiotic induced intestinal moniliasis 
and its complications, 
including vaginal and 
anogenital moniliasis. 
This protection is pro- 
vided by Mycostatin, 
the antifungal antibi- 
otic, with specific ac- 
tion against Candida 
(Monilia) albicans.2 


References: 1. Cronk, G. A. ; Naumann, D. E., and Casson, K. : Antibiotics 


Squibb Quality—the Priceless Ingredient 


ano 


Annual 1957-1958, New York, Medical Encyclopedia Inc. 1958; p. 397 + 
2. Newcomer. V. D.; Wright, E. T., and Sternberg, T. 4.. Antibiotics Annual 
1954-1955, New York, Medical Encyclopedia tnc., 1955, p. 686. 
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RELIABILITY BD 
Ag 
SVB 


AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


for both protein and glucose in urine J 

—the 2 most frequently performed office tests 

BRAND “dip-and-read” 
color chart provides points of reference for rapid reproducible results 
...€liminates determining degree of turbidity for protein, permits evaluation of 


+ standardized to detect clinically significant protein and glucose 
* easy reading permits reliable estimations, consistent reports 
* specific for protein and glucose; unaffected by turbidity, drug metabolites, other urine 


* timesaving, economical ...completely disposable; no equipment, heating, filtering, cen- 
trifuging or “cleanup” afterward 


1 DIP... 10 SECONDS...2 RESULTS 


URISTIX® Reagent Strips—Bottles of 125. 


(Continued from page 2 


PSYCHIATRIST WANTED Grove Medical Group, 3) 
* with Board psychiatrist i 


WANTED—YOUNG PHYSICIAN ; INDUSTRIAL PHAR- 
maceutical and chemical companies and hospitals; 


ASSISTANT ADMITTING Agency, 
$7,030 up to $12,770 per annum depending on 
INTERNAL 


500 to 
16,000; Board Eligible Certified. Gal ipotis | 


WANTED—PSYCHIATRIST; 
state hospital for mentally 


GENERAL PRACTITIONER — TO JOIN FIVE MAN 


modern clinic in a Te town; reference requested with 


per PRACTIVIONER WANTED 
Brookings. South Dakota. 


§ ASSOCIATE WITH DIP- 
salary “leads to parine rehip. Stanford, 


ve DI A RIC 1A AN w ANTE D near four major hospitals n capital | 

well established ten man 

ship interest after first year ANESTHESIOLOGIST 

OPENING FOR BOARD ELIGIBLE OTOLARYNGOLO- 
gist in large eastern group; Bieta opportunity in 
two man department. % AMA. 


ANESTHESIOLOGIST — SMALL AL TH. 


or Board Certified: 
300,000; associated with emo men ; 
tual partnership possible. 


J.A.M.A., May 30, 1959 


PSYCHIATRISTS 


To do research, diagnosis, and treat tin 
California State Hospitals in several loca- 
tions. Opportunities for advancement to 
direct hospital research and professional 
education activities. 


No written examinations. Interviews twice 
a month in San Francisco and Los Angeles. 


Pleasant conditions for work and recreation; 
good salaries; excellent retirement plan 
and other employee benefits. 


Write 
Medical Personnel Services 
State Personnel Board 
801 Capitol Avenue, P.F. 
Sacramento 14, California 


ANESTHESIOLOGIST WANTED—BOARD ELIGIBLE 
or Certified; as associate in private gored in growing 
suburban Cleveland good and early 
partnership, Reply: Box 8 Cc, % AM 


ANESTHESIOLOGIST—525 BED HOSPITAL++; EAST 
ern Pennsylvania; Pennsylvania license or eligibility 
required ; enlarging present staff; $16,000 guaranteed 
first year. Box 8018 C, % AMA, 


WANTED PEDIATRICIAN TO TAKE OVER WELL 
established South Carolina pediatrie practice four 
months; possible purchase practice later; start July 15. 
Box 8244 C, % AMA. 


WANTED — GENERAL PRACTITIONER AS THIRD 
man; residency one year preferatie; sala $1,200 
month and <9" income soon; will do some obstetrics. 
Box 8245 C, A. 


WANTED—FOR CLEVELAND, 
Ohio, area; to join as associate in growing community; 
must be Board Qualified or ¢ open; early 
partnership. Reply: Box 8247 C, AMA. 


ANESTHESIOLOGIST—-BOARD ELIGIBLE OR CER 
tifled; association with Board Certified anesthesiologist ; 
fee for service; city of 100,000 in north central Texas. 
Box 8248 C, % AMA. 

WANTED--HOUSE PHYSICIAN FOR NEW 65 BED 
general hospital located in seashore area; good salary 
plus Burdette Tomlin Memorial Hos- 
pital, Cape May Court House, New Jersey. Cc 


| PEDIATRICIAN—BOARD ELIGIBLE OR CERTIFIED 
to affiliate with well established Boot pediatrician ; 
salary, full partnership. Box 8235 AMA, 


WANTED — AN ASSOCIATE fom A PRIVATELY 
owned clinic; good starting salary; if interested, con- 
tact: Munal Clinic, Kingsport, Tennessee, at once. Cc 


|THE VETERANS ADMINISTRATION HOSPITAL, 
Downey, Illinois and the Veterans Administration Re 

search Hospital, Chicago, in collaboration with North- 

western University, announces a reorganized, inte- 
grated post- graduate training program in psychiatry 
approved for Board Certification; the facilities of eight 
participating hospitals and the departments, laborato 
ries and clinics of the medical school will be fully util 

ized for comprehensive courses in the neurologic sci- 

ences, basic and clinical psychiatry and psychoanalysis ; 
progressive institutional and out-patient experience with 
supervision in the diagnosis and therapy of all forms of 
behavior disorders in children, adolescents and adults 
makes the three years especially rewarding; other 
advantages offered are a physically attractive locale, a 
scientifically stimulating university environment, en- 
couragement in personal psychoanalytic training, sub- 
specialization and individual research, and rich oppor- 
tunities for professional and academic advancement: 
salary range ,250 to $9,890. For application forms 
or further information, apply to: Dr. Benjamin Boshes 
Chairman, Department of Neurology and Psychiatr 
The Medicai School, Northwestern University, 30: 
East Chicago Avenue, Chicago 11, Illinois. 


| FOR LLLINOIS beeen HOSPITALS, SCHOOLS AND 
institutions acancies exist in the following: 
State hospital! + ident; annual salary $15,720 to 
$19,200, clinical ctors, assistant superintendents ; 
annual salaries 3,680 to $16,680, staff psychiatrists, 
physicians, tuberculosis control ew pu 
health physicians; annual salaries $8,496 to $14,528; 
requirement, Illinois licensure; liberal annual leave; 11 
paid holidays; excellent pension plan; nominal deduc- 
tion for maintenance; allowance for Board Certification ; 
Civil Service below superintendent. For further infor- 
mation contact: Paul Hletko, MD, Chief Medical Office, 
160 North LaSalle Street, Chicago, Mlinois, pyar 
6-2000. 
| PROGRESSIVE STATE MENTAL HOSPITAL IN VIR 
ginia has openings for physicians at all levels; appli- 
cants must have Virginia license or be eligible to take 
the Boards in Virginia; salary ranges are 7 
junior physician, $8,400 per year to $9,168; ) 
cian oe} RJ “ar to $1 72 per year; chief of serv- 
ice, $10. 9 to $12,528 per year; this 4600 hed 
hospital is currently undergoing a building and remod- 
eling program; opportunities for research; we expect to 
affiliate with the nearby medical school in the near fu- 
ture. Write to: Dr. J. Kenworthy Ogden, Superintendent, 
Box 271, Petersburg, Virginia; send full resume with 
first letter. Cc 


| OTOLARY WANTED—IF YOU ARE AN 
ear, nose and throat specialist, don’t fail to write for 
particulars regarding the position which is now open for 
an otolaryngologist; this position offers the right man a 
chance to work in a busy office; excellent location: top 
notch salary; yearl advancement pee early partnership. 
Reply at once to: Box 7993 C, A. 


(Continued on page 210) 
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REPRODUCTIVE CHARACTERISTICS IN WIVES OF DIABETICS | 
apted from Babbott, and Ginsburg, S 1958 
diabetes in a man afject the reproductive — 
Her con reproduc process abnormuilities was a higher ion 
® | 
| 
| 
| 
gluc y range 
| 
AMES 
COMPANY, inc > 
: 
= 
GENERAL PRACTITIONER TO PRACTICE IN A 
clinic presently co sed of four doctors. Lemon 
240 Main Street, Lemon Grove 
é 
in id p ite p 
guarant ‘ AMA 
WANTI 
salar 
profe 
- SALARY 
income. W pace available. 
lomate 
Contir AVAILABLE FOR PHYSICIAN AND SURGEON; AN 
8 men; area 


VAGISE 


LIQUID AND JELL 
93.1% “cure” rate using 
_ strictest criterion- 

negative cultures for 
consecutive months 


203 } 
: 
ted negative ures, follo ur 
ment with Vacisec liquid and jelly, confirm 
minimum of three months, ‘or long 
eight months. All rem ned neg tive. Us: 7 4 
achieved compa > success pales 
VAGISI EC nerapy iS Cons: rac 
= 4 Giorlando, S. W., and Brandt, L.: Am: J. Obst. & Gynec, 
76666 (Sept.) 1958. 2. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958, TP). IN 
GI and RAMSES are re stered tra mar od Schmid, inc, 47 st feet, 4 


1958 Report of the 
National Academy of Sclences— 
National Research Council 

shows how you can... 


Help your patients 
without between-meal 


Between-meal hunger is one of the chief reasons overweight 
patients “cheat” on diets. But reducing diets can be made {i 
more satisfying and more palatable by including a reason- 
able amount of fat. 


In 1958, the Academy’s Food and Nutrition Board made i 
an exhaustive report on “The Role of Dietary Fat in i 
Human Health.” This report observes: 


“Dietary fat has a palatability role difficult to measure but 


important to proper nutrition . . . Although fats may stimu- fi ag 

late caloric intake, satiety from dietary fats may serve as a ee 

desirable brake on excess caloric intake for some people. I 


Satiety from fats in the diet may be in part traceable to the 
slower emptying of the stomach .. .’”’* 


This report suggests the values Crisco can bring to weight- 

— reducing diets. Foods properly prepared in 
wholesome, vegetable-light Crisco not only 
can be satisfying—but tasty and appealing, i 
too. So when you recommend using Crisco, 
you help dieters maintain the self-control 
they need for weight-control. 


. 


pure, all-vegetable . . . it’s digestible 


2 Food and Nutrition Board. The Role of Dietary Fat in 
Human Health. Pub. 575. Washington: Natl. Acad. Sci.- 
Natl. Research Council, 1958. 
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COSA—natural potentiation with glucosamine for peak 
antibiotic serum levels 


TETRACYCLIN E—antibiotic activity against the broad range 
of susceptible organisms 


NYSTATIN—antifungal protection against 
monilial superinfection 


COSA-TETRASTATIN 


glucosamine-potentiated tetracycline with nystatin 


capsules 
250 mg. glucosamine-potentiated tetracycline 
(Cosa-Tetracyn®) plus 250,000 u. nystatin 


oral suspension 

orange-pineapple flavored, 2 oz. bottle, each teaspoonful 
(5 ce.) contains 125 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) plus 125,000 u. nystatin 


(Pfizer) Science for the world’s well-being 


Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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FIVE YEARS 


brand of chlorpromazine 


ONE OF THE FUNDAMENTAL DRUGS IN MEDICINE 


Five years ago, in May of 1954, Smith Kline & French Laboratories made ‘Thorazine’ 
available to American physicians. Since that time, “Thorazine’ has exerted a profound 
influence in nearly all fields of medicine. The importance of the drug is apparent 

when it is realized that the dynamic “‘life’”’ of most new drugs is less than two or three years, 
and that after five years “Thorazine’ remains one of the most extensively used therapeutic agents. 


THORAZINE’S MANY AND VARIED USES 


Just as penicillin had a revolutionary and lasting impact on antibacterial therapy, 
“Thorazine’ has inaugurated entirely new therapeutic concepts and techniques in many 
fields of medicine. 


Today, used as an adjuvant or as a specific, ‘Thorazine’ is valuable in all these applications: 


+ Mental and emotional disturbances, moderate to severe + Nausea and vomiting 

- Severe asthma and status asthmaticus - Cancer + Surgery + Dermatitis + Porphyria 
« Somatic conditions complicated by emotional stress - Alcoholism, chronic and acute 

« Severe pain + Obstetrics - Hiccups + Drug addiction, for symptoms after withdrawal 


Tetanus Hyperpyrexia 


EFFECTIVENESS AND RELATIVE SAFETY ESTABLISHED 


After five years of extensive clinical use, “Thorazine’ has reached its full development. 
Its areas of use are clearly defined, its effectiveness and relative safety firmly established. 
When it is administered with the care to be observed with all serious medication, the 
physician will find that he can depend on ‘Thorazine’, truly one of the 

fundamental drugs in medicine. 


Smith Kline & French Laboratories 
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COPYRIGHT © 1959 THE COCA-COLA COMPANY. “COCA-COLA” IS A REGISTERED TRADE-MARK, 


In the small lifetime that is every day, pleasures such as 
“the pause that refreshes” with ice-cold Coca-Cola 
brighten the hours like little vacations. 
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ONE PITCH AND ! STRUCK OUT... 


Just an hour of pitching baseball 
with my son and I ‘“‘threw my arm 
out.” Painful? | couldn't even 
sleep that night! 


| saw my doctor that night and 
got a prescription for some 
tablets. 


Next day on the job | was a total 
loss — could hardly lift a slide 
rule! 


& Percodari 


2nd Wemetropine, APs 


ACTS FAST =wsually within 5-15 minutes. 
LASTS LONG —usually 6 hours or more. THOROUGH 
RELIEF —permits uninterrupted sleep through the 
night. RARELY CONSTIPATES —excetient for chronic — 

or bedridden patients. VERSATILE—new “demi 
strength permits dosage flexibility to meet each 
patient's specific needs. Percooan-Dem: provides 
the Percopan formula with one-half the amount of © 


salts of dihydrohydroxycadeinone and homatropinen. 
AND THE PAIN 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit- 


forming. Federal law permits oral prescription. WE N T A WAY F. A S T 
Each Percovan® Tablet contains 4.50 mg. dihydrohy droxy- ee 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone 
terephthalate, 0.32 mg. homatropine terephthalate, 224 me. 
acetylsalicyiic acid, 160 mg. phenacetin, and 22 mg. caffeine. 
*US. Pat, 2.628,108 


Amazing! The pain went away fast—in about 15 
minutes. | slept like a baby. Finished my design 
for the new warehouse next day, and not a bit 
of trouble since! 


Literature? W rite 
ENDO LABORATORIES 
Richmond Hill 18, New York 
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OPICAL PAIN RELIEF 


« prevents secondary infections 
after burns 


« applied without touching 
sensitive affected areas 


e does not retard wound healing 


e crust formation appears 
early and is pliable 


e facilitates removal of eschars 


chioride 0.1%; menthol 0.5%; 
dissolved in oils (DOHO process) 


(Continued from page 202) 


WANTED—PSYCHIATRISTS; FULL TIME, 7 VET- 
erans Administration Regional Office Outpa clinic, 
Milwaukee, Wisconsin; position available for r- 
apist in progressive mental hygiene clinic program, affil- 
lated with Marquette University Medical School; position 
available for psychiatrist to conduct neuropsychiatric 
examinations; starting salary $9,800 to $12,770, depend- 
ing upon qua lifie ations, plus 15% additional if Board 
Certified; citizenship required; usual work week, 40 
hours; paid vacations and holidays. Write: Manager, 
Veterans Administration Regional Office, 342 North 
Water Street Milwaukee 2, Wisconsin. Cc 

GENERAL SURGEON-—ACTIVE INPATIENT SERV- 
lee; in 154 bed general hospital, primarily for care of 

requires diversified experience includ- 

}., traumatic and gynecologic sur- 
traired doctors on staff; one qual- 
ified in chest surgery; U. 8. qualified nurse anesthetist; 
$10,404 per annum; 2 year contract; transportation self 
and dependents; good furnished house at $60 per month 
including utilities ; 10 weeks paid leave at end of con- 
tract; renewable with increase if mutually 

Write airmail giving training and experience to: 

tor, Medical Services, Pago Pago, American Samoa. C 


WANTED — INTERNISTS: BOARD lg 
Board eligible if well qualified; also vacancy in I- 
monary tuberculosis; must be United States citizen; 
foreign graduates eligible if on approved list. Write: 
Manager, Veterans Administration Consolidated Center, 
Wadsworth (Leavenworth), Kansas. é 


Samoan people; 
ing abdominal, G 
gery; 4 other U. 8. 


INTERNIST — PREFERABLY 


BOARD CERTIFIED; 
wanted for full time group practice in multi-union labor 
clinic in Toledo, Ohio; special interest and training in 
chest diseases desirable; first year’s salary, for clinician 
with Boards, $16,000; second, $13,000, $14,000, $15,000 
respectively, with adjustment on completing Boards; 
benefits include hospital and surgical insurance for fam- 
ily, expenses paid to medical meetings, vacations, ete. 
Write: Medical Director, giving full details including 
vitae, 318 W. Woodruff Avenue, 


CHIEF PSYCHIATRIST—FOR INPATIENT AND OUT- 
pasiont care; 250 bed general hospital with 40 bed open 
P ward ; halt time on staff; neurolog 
th medical school; bea 
tiful hill ‘and = “country. with moderate climate 
10,000 to 


and educational leave, retirement ang “insur: 
Write: Director, Professional Service 
Administration Hospital, Bath, New York. 


OPPORTUNITIES FOR PRACTICE WITH ARLE 
group of physicians and surgeons in a GM&S 600 bed 
Veterans Administration Hospital, positions in ortho- 
pedics and radiology; two positions available for gen- 
eral practice in the Admitting Service; beginning sal- 
ary up to $12,770 depending on qualifications, plus 
Board Certification allowance; liberal vacation and 
sick leave and retirement plan; ideal year round cli- 

8. citizenship and license of any state re- 
. : Director, Professional Services, Veterans 
‘Administration Hospital, Columbia, South Carolina. C 


J.A.M.A., May 30, 1959 


CLINICAL INVESTIGATION 


Large Midwest Ethical Pharmaceu- 
tical Company has opportunity for 
physician in department of clinical 
investigation: Prefer man 30 to 
40 with some experience past in- 
ternship; training in nutrition and 
metabolism desirable though not 
necessary. 

Please send complete resume to: 
Technical Employment Co-ordinator 
THE UPJOHN COMPANY 
Kalamazoo, Michigan 


PHYSICIANS WANTED —-FOR CHICAGO AND SUR- 
rounding suburbs plus opportunities in all parts of the 
United States; many full and part time positions avail- 
able in all specialties in industry, institutions, private 
associations and groups, Miss Ronni, our director of 
National placement, will be pleased to assist you in se- 
curing the position you want in the area you desire; 
for Chicago area call or write Mrs. N. Gecend. Di- 
rector, rland Medical Placement 25 t Washington 
Street, ANdover 3- All Inquir- 
ies are c 


PHYSICIAN 


Chicago 2, Llinois. 
confidential. 


INTERESTED IN PEDIATRIC SERVICE 
for Polynesian children; 40 bed ward of acute serious 
clinical problems; coordinate child health programs ; 
4 other U. 8S. doctors in staffs; $10,404 per annum; 

year contract; transportation self and dependents : 
good furnished house at $60 per month including uiili- 
ties; 10 week paid leave at end of contract; renewable 
with increase if mutually agreeable, Write airmail giv 
ing training and experience to: Director Medical a 
ices, Pago Pago, American Samoa. 


WANTED — TWO GE RAL PRACTITIONERS; Fie 
pediatrician; one obstetrician-gynecologist; also one 
anesthetist with or without desire to devote 50 percent of 
time to general practice to join medical group of ten 
doctors in rural western New York community near 
Niagara Falls; offices in 125 bed modern, fully equipped 
hospital, an services available; good salary and fringe 
benefi Call or write: Dr. 8. 2 Pia Ransomville 
Gener: Ransomville, Syca 
more 1-4211. c 

INTERNIST — FOR STAFF OF GROUP 
clinic; service membership of over 20,000 in Washington, 
D. C.; department heads and many other staff members 

prefer man with 2 years General 

A medical school; an 


New Yor , Dhone, 


PRACTICE 
V 


have American boards; 
internship and graduate of grade 
nual salary (open); one month vacation; sick leave; 
comprehensive retirement plan; write to: Group Health 
Association, Inc., 1025 Vermont Avenue N. W., — 
ington 5, D. ©. 


WANTED—ONE OR TWO ADDITIONAL ebneans. 
trists, ward physicians, for large county psychiatric 
hospital with qualified staff in southeastern medical 
center, university city: previous psychiatric training de- 
sirable, not mandatory: duties clinical, with some teach- 
ina; salary $6000 to it, 400 according to qualifications, 


leave, m 
increases, retirement benefits. Write: 


sick 
Box 7992 C, % 


PHYSICIANS WANTED — QUALIFIED AY SIC sane 
needed to work with psychiatric patients in 2,400 bed 
hospital+ near Chicago; salary range $6,505 to $13,970. 
depending upon qualifications, plus 15% additional if 
Board Certified, not to exceed $16,000; approved three 
year psychiatric residency in collaboration with North- 
western University; citizenship required. Write: Man- 
ager, Veterans Administration Ifospital, Downey, near 
Waukegan, Illinois. Cc 

DOCTOR'S OFFICE WITH RECEPTION; ALSO THREE 
physical therapy work rooms; fully equipped which 
can be rented; or the MDs office by itself; if interested 
in therapy equipment; it can be rented of Sold over long 
term purchase lease contract; no charge for established 
therapy services; air conditioned; parking for 100 cars: 
Write or phone Lu. 3-9510, Daniel Rehabilitation In- 
stitute of Florida, 2120 W. Broward Bivd., Ft. ipa 
dale, Fia. 

POSITION OPEN FOR CHILD PSYCHIATRISTS fn 
ps chiatrists interested in children’s programs; opportu- 

to participate in child guidance clinic practce; re- 
search actvities and children’s peychiatric institutional 
settings; program approved for AAPCC trai 
competitive. Address inquiries to: Geor 
Greater Kansas City Mental Health 
McCoy Street, Kansas City 8, Missouri. 

GENERAL PRACTITIONER—GREAT OPPORTUNITY ; 
Hancock, Maryland and Berkeley Springs, West Vir- 
ginia; 35 miles north of Winchester, V irginia; 100 miles 
west of Washington and Baltimc 150 miles east of 
Pittsburgh; 17,000 population in a ; modern hospital ; 
housing, mee apace and financial help available; in- 
come well exceec verage. Herbert Dux, President, Hos- 
pital, Berke <a Springs, West Virginia. Cc 

PSYCHIATRISTS — NEUROLOGISTS; FULL TIME; 
part time; both treatment and examination positions; 
requireme nts: completion of residency; beginning salary 
$10, 000-$14,700 depending on qualifications. Apply 

Jaro +10, 128 N. Broad St., Philadelphia 2, Pa. 
Neuropsychiatrist, LO 8-0400, Ex- 
tension c 


MEDICAL PLACEMENT | 


EMPHASIZING SOUTHERN 
OPPORTUNITIES 


oundation, 2206 


Ruby Roberts, Dir. 
15 Peachtree Place N. W. 
Atlanta 9, Georgia 


(Continued on page 216) 
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antibacterial 


MAXIMAL POTENCY 


* antipruritic 


ROM HEAD T0 TOE i Highly effective in: 


« All infectious dermatoses due 


STEROSA 


tydrocortisone 
uinaldol with hydrocortisone) 


to gram-positive cocci or 


fungi 


« Atopic dermatitis including 


allergic eczema, neuroder- 


matitis, and eczematoid 


dermatitis 
Contact dermatitis due to 


plant secretions, cosmetics, 
chemicals, or clothing 
Non-specific pruritus, partic- 


ularly of the anus, vulva, or 


scrotum 


Virtually non-irritating and 
non-sensitizing, STEROSAN- 


Hydrocortisone is also odor- 


less, non-greasy, non-stain- 
ing, and scarcely perceptible 


on the skin. 


Sterosan®-Hydrocortisone (3% 
chlorquinaldol ce1cy with 1% 
hydrocortisone) Cream and Oint- 
ment, Tubes of 5 Gm. and 20 Gm, 
Prescription only. 


GEIGY 


ARDSLEY, NEW YORK 


02759-A 
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J.A.M.A., May 30, 1959 


by E. K. H. 


The young couple had just finished going over 
their monthly bills and were down to the last two. 

“Gosh, honey,” said the husband, “we're prac- 
tically broke. I don’t know which to pay—the elec- 
tric company or the doctor.” 

“Oh, the electric company, of course,” answered 
his wife. “After all, the doctor can’t shut off your 
blood!” 

Robert Q. Lewis was talking to his nephew about 
the old days. 

“You would have hated it,” he said. “Just think— 
no electricity, no movies, no radio, no tele- 
phone. ...” 

“Oh, I wouldn't have cared,” shrugged the boy. 
“I'd just keep watchin’ television.” 

e 


A couple of men were standing at the bar having 
a drink and trying to make conversation. 
“Hey,” cried one to the bartender. “Turn that 
darn radio down, will you?” 
“Sorry, can’t hear what you're saying,” called the 
barkeep. “The radio’s making too much noise.” 
e 


Tom Poston—known to Steve Allen watchers as 
the man who can’t remember his name—does re- 
member an incident at a recent dinner party. 

It seems that one of the guests, an imposing old- 
er gentleman, was getting thoroughly potted when 
the dinner gong sounded. 

He managed to get seated at the table and was 
settling into a peaceful doze, when the sudden clat- 
ter of dishes aroused him. Turning swiftly, he fixed 
one bloodshot eye in the general direction of his 
dinner partner. 

“I beg your pardon,” he hiccuped politely, “have 
we eaten?” 

“Please, mister,” begged a broken-down tramp in 
front of a downtown lunchroom, “could you spare 
me something for a little food? I haven't eaten in 
five days.” 

“You haven't missed a thing,” snapped the man 
sourly. “It tastes just the same as it always did.” 


e 
“Of course charity should begin at home,” says 
Don Gardner. “That's where poverty begins, isn’t 
it?” 


Caskie Stinnett knows a cowardly counterfeiter 
who has the first dollar he ever made. 

Sharp voice emanating from booth in a cocktail 
lounge late one night: 

“Look, old boy, you don’t have to ply me with 
liquor! I'm your wife—remember?” 

The story is told by John Ringling North, the 
circus owner, about the time Gargantua, the be- 
reaved and grieving gorilla star of the Ringling 
Brothers Circus was about to be introduced to his 
new M’toto. 

He brought Dorothy Parker, the humorist, to see 
the meeting of the two gorillas. 

“Gosh,” he sighed fearfully, “suppose M’toto 
doesn't like Gargantua?” 

“Well,” said Mrs. Parker, “she'd better like him. 
As far as she’s concerned, he’s the last man left 
on earth!” 

Sticker noted on a Mercedes-Benz along a Ne- 
vada highway: 

“Made in Las Vegas—The Hard Way.” 


“Don't stop! I’m listening!” 
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and there’s a 


too! 


“| never thought I'd see the day—she’s dieting and easy to live with!” 


* 
DEXAM YL Spansulet capsules - Tablets + Elixir 


‘Dexamyl’ both controls appetite and improves mood, smoothing 
the patient’s adjustment to your prescribed dietary regimen. 


WG) SMITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F., plus amobarbital 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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With the Baumanometer there is little or no chance of 
questionable bloodpressure readings due to instrument error. 
Baumanometer accuracy is as unchanging as the mercury- 
gravity principle upon which it operates. 

With the Baumanometer, you can be almost positive that 
any changes in pressure are assignable to causes within the 
patient, not the instrument. 

Also, the true mercury-gravity sphygmomanometer is de- 
signed to offer permanent accuracy. It proves out its own 
accuracy by returning to zero. 


Why have anything less than this standard of assurance? 


With the Baumanometer, doctor, you have perfect accu- 
racy at your fingertips . . . for a lifetime of service. 


-.-.- everyone respects the pursuit of accuracy 


4 ® 
...use the PHaumanomeler 


Sold through leading surgical instrument dealers. 


ves. 


The trim Kompak Model 
Baumoanometer is ideal for 
bedside or desk-side . . . 
light enough to go every- 
where. 
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in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES.'*? 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. for depression 
Composition: Each light-pink, scored tablet contains 1 mg. 


2-diethylaminoethyl benzilate hydrochloride (benactyzine HC!) & 
and 400 mg. meprobamate. epro 


References: 

1. Alexander, L.: J.A.M.A. 166:1019, March 1, 1958. 

2. Current persona! communications; in the files of Wallace Laboratories. @°WALLACE LABORATORIES, New Brunswick, N. Ji 
3. Pennington, V.M.: Am. J. Psychiat. 115:250, Sept 1958. 00-9080 
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ASSISTANT DIRECTOR 
CLINICAL RESEARCH 


We are a progressive growing ethical pharmaceu- 
tical company in the midwest with immediately 
available position openings for 1 board eligible 
or board certified internist and 1 general prac- 
titioner. Age 30-45. 

These 2 positions involve initiating and coordi- 


in exclusive nating the clinical testing of new company 
products. 
ACID MANTL Travel required about Ys of time visiting clinicians 
: vehicle throughout the country. 


Excellent starting salary and bonus potential with 
stock option, pension plan, life and health insur- 
ance and other benefits. 

Please reply with a resume including present com- 
pensation and salary required to: 

Employment Director 

MEAD JOHNSON & COMPANY 
Evansville 21, Indiana 


ASSISTANT MEDICAL DIRECTOR IMMEDIATE 
— ; accredited hospital; 219 beds pulmonary dis- 
; 30 beds rehabilitation chronic illness; U. 

iieen: California license, tuberculosis experience ; un- 
; der age 40; ew married; furnished modern house 
ilar-Kings Counties ospital ringville, Califor- 


OTOLARY NGOLOGIST QUALIFIED IN ENDOSCOPY— 
To join established eastern Ohio group of young spe- 
cialists and general practitioners; enthusiastic, academ- 
ic atmosphere; opportunity to become full partner from 
Start with no investment; paid annual vacation and 
study period; liberal salary depending on_ experience 
and training; retirement program. Box 8150 C, % 


“Susceptibility tor infection. by. bacteria is widely 
| | be due to the removal of the antibacterial 

‘acid mantle’ of the skin and its displacement by 

| an abnormal ‘clkaline mantle’.”— Fabricant, N.D.: 


WANTED—PSYCHIATRIST; DIRECTOR OF COMMU- 
nity mental health clinic; diplomate or Board Eligible, 


; : licensed in New York State; experienced, well trained, 
A. M. A. Arch. Otolaryn. 65:1 1957. full time paychiatric worker? half-time psy- 
chiatric social worker, and psychologist on the staff; 
x e five full days per week; salary open; needed imme- 

Samples and literature Supply—*s%, 1% and 2% hydrocortisone in either Creme diately. Give full qualifications to: Box 573, Olean, 

available on request. (4s oz., 1 oz., 2 07., 4 0z. tubes and 1 tb. jars) or Lotion New York. c 

(3g 0z., 1 oz., 2 oz., 4 oz. squeeze bottles and pt. bottles). GENERALIST TO JOIN ESTABLISHED EXPANDING 

two man general ctice and surgical group; complete 


modern small professional building; upstate New York; 


20 SPECIALISTS, INCLUDING SIX INTERNISTS, 
Board Certified or Eligible, interested in equally quali- 
er * fied internist; full partnership three years; income based 
. on work done; no upper limits; guaranteed minimum 
$12,000; new clinic building: unusually fine hospital 
facilities; Rockford Clinic, Rockford, Illinois; popula- 
tion over 100,000. Box 8117 C, % AMA 


Please Do Not Ask for the names of classified advertisers in the JOURNAL 


who use box numbers. We are bound by agreement with these advertisers not pesram tlaris rom 
to give out this information. Address your replies or inquiries to the box given, cation and sick leave benefit.” Dre ER. Kr umbiesd, 
% A. M. A., and we will forward them. 


CHILD PSYCHIATRY — TWO YEAR FELLOWSHIPS 
available to candidates who have completed two years 
of approved psychiatric residency; AAPCC approved 

— training clinic, psychoanalytically oriented. For further 

information write: Hector Jaso, MD, Director, Provi- 

. dence Child Guidance Clinic, 333 Grotto Avenue, Prov- 
idence, Rhode Island. Cc 


HOUSE PHYSICIANS—NEEDED JULY (IST; 230 BED 
general hospital; serving suburban and industrial - 
munities in Pittsburgh yyy area; must hav 


| license; salary $6 ~ month; apartment 
available. Write: Administrator, ickley Valley Hos- 
INATION pital, Sewickley, Pennsylvania. c 


opportunity if qualified for Indiana license, also one 
primarily interested in cbstetrics and_ pediatrics; in 
association with a group of 5 MD's doing a private 
and industrial practice; 25 miles south of Chicago 
Loop in the State of Indiana. Box 7459 C, % AMA. 


WANTED—HOUSE PHYSICIAN IN SMALL ap fel 


Blouses 4 WANTED—GENERAL PRACTITIONER; EXCELLENT 


WHITE CRINKLE CLOTH 


cation; must be licensed in Pennsylvania; pooly t io Miss 
ille Hospi 


COUPON will sove you time in ordering Helen V. Barton, Administrator Coatesv’ 


size COLOR BuST | QUANTITY , 300 Strode Ave., Coatesville, Penn. 
: aS of TIES | measure | WANTED ¢ Recommend _Thum—At All Drug Stores WANTED—PSYCHIATRISTS; BOARD ELIGIBLE OR 
<, 1:SMALLI] BLUE 41" p0z.* Cortes: unser 50 years of age: ( 

= -. —- tal miles from Kansas City by turnpike; cost o! 

yen MED 48" sy | SPECIAL INTROOUCTORY OFFER fiving in area comparably less than elsewhere. Write: 
8 2: WHITE a Director Professional Services, Veterans Administration 
— * 3: LARGE PINK 55" p0Z fo ocfors just Starting Consolidated Center, Wadsworth, Kansas. c 
All 3 sizes 21 long; bock with two in practice! other pediatrician in group 7 young 

ies; sli urban Detroit: attractive living area with good schools 
“COLOR of TIES 12 for $14.50 L 2 years; Contact: H. D. Russell, MD, 1221 
Tells you the Size” only. RECORD BOOK FOR PHYSICIANS Lancoin Park, Michigan 

5} GARMENT COMPANY, i ORTHOPEDIC SURGEON; BOARD CERTIFIED OR 

lified; t ea rtment in well establishec 
: By taking of our Spe- physician group in north midwestern college town of 

“s > 1 Gentlemen: Please send the quantities of cial I 50,000; new building; salary range $15,000 to 18. 000; 
e! tial savings can be ‘made carly partnership; send complete details. Box 8007 C, 
os above. Send C. 0. D. or Postpaid.____. organizing the business side 4 

ue $° your practice. WRITE for Intro- PHYSICIANS WANTED — BOARD CERTIFIED OR 
x bd Name ductory Offer Information today. Board Qualified internists; active 1200 bed general hos- 

Uv ' Address. pital, university affiliated; salary dependent upon qual- 

hal ifications, liberal fringe benefits. Write: Manager, 

COLWELL PUBLISHING CO. Veterans "Administration Hospital, Pittsburgh 40, Penn 

Leom=Teckla pays postage on CASH orders----4 | 936 UNIVERSITY AVE. CHAMPAIGN, ILL. 


(Continued on page 222) 
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Creme and Lotion—pH 4.6 
a 
privileges; excellent salary to start; early 
y) Write or phone: Dr. W. P. 
YSZ Locke, Hyde Park, New York. c te 


in atrial fibrillation 


suitable for conversion 


a “drug of choice 
is quinidine” 


+ 


DURA-TAB S. M. 


the only oral Sustained Medication* quinidine gluconate, 5 gr. 


is a quinidine of choice’ 
in all CARDIAC ARRHYTHMIAS 


premature contractions, auricular tachycardia, flutter, fibrillation 


e b.i.d. dosage — each dose of Quinaglute 
Dura-Tab S.M. maintains uniform plasma 
levels up to 12 hours. 


® no night dose needed. 


® quinidine gluconate is more soluble, better 
absorbed and tolerated than quinidine sulfate. 


Dosage: For conversion of auricular fibrillation to nor- 
mal sinus rhythm, in most cases, 2 Quinaglute Dura- 


1. Smith, J. M.: Lederle Bull. Tab S.M. tablets 3 to 4 times a day, for 2 to 3 days. 
Symposium Report, 1:1, 1958. 
2. Bellet, S., Finkelstein, D., and : 
For maintenance 1 to 2 tablets every 10 to 12 hours. 
Internal Med. 100:750, 1957. 
*Patent Applied For 
Now also available . . . INJECTABLE samples, reprint and detailed literature. 


QUINAGLUTE. 10cc. multiple dose vials, 
0.08 Gm. Quinidine Gluconate per cc. 


Supplied: Bottles of 30, 100 and 250. 


PDR ‘WYNN PHARMACAL corporation 


PAGE 867 5119 West Stiles Street, Philadelphia 31, Pa. 
See us at Booth N-28 American Medical Association Convention, Atlantic City, New Jersey — June 8-1 2. 
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(norethindrone, Parke-Davis) 


a potent oral agent, “‘effective 
in producing progestational 


changes in very low dosage.’” 


In childlessness: NORLUTIN was used? in a 
group of women who had definite infertility prob- 
lems and who had had substantial previous study 
and treatment. One or more studies of luteal function 
in each of these patients demonstrated the presence 
of some abnormality. Of 78 patients treated with 
NORLUTIN, 19 conceived. The investigators con- 
clude that “...the new steroids [such as NORLUTIN] 
definitely do offer us a better chance of improving 
fertility in certain patients and of helping them 
achieve a pregnancy that otherwise might not occur. 
... The incidence of side reactions with NORLUTIN 
was surprisingly low.”* 


Number of | Number of Time of 
patients treated pregnancies pregnancies 
78 19 | First cycle 4 
Second cycle 7 


Third to sixth cycles 8 

*Adapted from Tyler & Olson? 
Indications for NORLUTIN: conditions involving 
deficiency of progesterone, such as primary and second- 
ary amenorrhea, menstrual irregularity, functional uterine 
bleeding, endocrine infertility, habitual abortion, threat- 
ened abortion, premenstrual tension, and dysmenorrhea. 


Packaging: 5-mg. scored tablets (C.T. No. 882), 
bottles of 30. 
References: (1) de Alvarez, R. R., & Smith, E. K.: J.A.M.A. 


168:489, 1958. (2) Tyler, E. T., & Olson, H. J.: Ann. New York Acad. 
Se. 71:704, 1958. 


PARKE, DAVIS &€ COMPANY DETROIT 


enhanced progestational activity.«. 


Results of therapy in infertility using NORLUTIN* 
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Seven-Ups 


te 


should be your 


THOUGHT 


Purity was never more self-evident. The back 
of every 7-Up bottle proves it. On this “‘second 
label” an ingredients listing proudly tells what 
7-Up contains. Nothing more, nothing less. 
Water treated to be colorless, odorless, taste- 
less; then carbonated. Sugar that meets stand- 
ards more rigid than those for table sugar. Citric 
acid, the natural acid present in citrus fruits. 


SECOND LABEL’ 


Nothing, does it like Seven-Up! 


Sodium citrate to help develop the fresh, clean 
taste of 7-Up. Natural oils pressed from fresh 
lemon and lime peel, and super-refined to select 
and concentrate only the most desirable parts of 
their pure, natural flavors. 

Seven-Up is exactly what our “‘second label’’ 
says it is . . . finest quality which you may rec- 
ommend with confidence. 
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restore normal sinus rhythm 


1. Premature ventricular contractions 


3. Paroxysmal ventricular tachycardia 


in arrhythmias 


hydroxyzine 
pamoate 


SPECIFIC ANTIARRHYTHMIC EFFECT 
Vistaril is effective in ventricular extrasystoles and paroxysmal 
tachycardias (both auricular and ventricular). 


plus 
PSYCHOTHERAPEUTIC POTENCY 


proven calming action indicated for arrhythmia patients. 


and 


THE OUTSTANDING SAFETY 

of Vistaril as compared to certain other antiarrhythmic drugs 

in general use has been noted by investigators. 

THE FOLLOWING DOSAGE REGIMEN IS RECOMMENDED 

(individualized by the physician for maximum effectiveness): 

PARENTERAL DOSAGE: 50-100 mg. (2-4 cc.) I.M. stat., and 
. 4-6 h., p.r.n.; maintain with 25 mg. b.i.d. or t.i.d. In acute emergency, 

50-75 mg. (2-3 ce.) I.V. stat.; maintain with 25-50 mg. (1-2 ce.) LV. 

q. 4-6 h., p.r.n. 

ORAL DOSAGE: Initially, 100 mg. daily in divided doses until ar- 
rhythmia disappears. For maintenance or prophylaxis, 50-75 mg. daily in 

divided doses. 

SUPPLY: Vistaril Capsules, 25 mg., 50 mg. and 100 mg. Vistaril 

Parenteral Solution, 10 ce. vials and 2 cc. Steraject® Cartridges. Each ce. 

contains 25 mg. (as the hydrochloride). 


Ce> Science for the world’s well-being 


2. Hutcheon, D. E., 

Division, Chas. Pfizer & Co., Inc. 

Brooklyn 6, N. Y. —Hhenell 118:451 (Dec.) 1956. 


*Trademark 
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-PINWORMS IN ONE WEEK 


‘ANTEPAR’ SYRUP 
‘ANTEPAR’ TABLETS 
TEPAR’ WAFERS 


(Continued from page 216) 


WANTED--ADDITIONAL ORTHOPEDIST UNDER 40; 
Certified or Board Eligible; expanding, well established 
clinic of 40 men in midwest university community of 
70,000; salary open; general orthopedic, traumatic, 
children, and amputee work; include professional data 
in first letter to: Box 7882 G, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — BOARD ELIGI- 
le; group 5 young men combined Generai practitioner 
and specialists; southern California coastal] city near 
ocean, mountains and Los Angeles; 4 new open staff 
hospitals ; association 18 months prior to iat ar 
remuneration © of salary plus %. Box 8178 C, % AMA 


4 bed general 
enology; sit- 


ASSISTANT PHYSICIAN FOR MODERN 75 BED TU- 
berculosis and chest disease hospital; experience in chest 
disease desirable; must have California license and sup- 

y references ; salary $1,200 month; no maintenance. 
rite: Walter H. Buel, MD, P. 0, Box 469, Redding, 
California 


ELEVEN MAN MID IOWA GROUP NEEDS SECOND 
pediatrician; Board qualified; early partnership. Write: 
Box 8057 C, AMA. 


OUNDWORMS IN ONE OR TWO DAYS: 


GENERAL PRACTITIONER — UNDER 35; RAPIDLY 
growing area; fully equipped office, salary first year, 
opportunity to become member of five member associa- 
tion after one year. Contact: Harry J. Tamplain, Execu- 
tive Manager College Center Medical Group, 5950 
El Cajon Boulevard, San Diego 15, California. Cc 


PATHOLOGIST — BOARD CERTIFIED; EXCELLENT 
salary; 300 bed hospital; most modern well staffed lab- 
oratory. Contact: Frank ’. Brown, Administrator, 
Hospital, 5700 N. Ashland, Chicago 26, 

nois. 


GROUP IN PACIFIC NORTHWEST HAS OPENING 
= el Starting salary for Certified man, 
3,000; partnership within two years; For fur- 

ther contact: Dr. Peter L. Hurst Perma. | 


nente Clinic, 2606 N. E. Broadway, Portland, Oregon. C } 


GENERAL PRACTITIONER WANTED IN HEART OF 
Finger Lakes; draw from 3500 population; area has one 
doctor; other one recently retired; two new hospitals 
within one-half hour driving distance. Box 8116 C, % 


INTERNIST — UNIVERSITY TRAINED; CERTIFIED: | 
to head academic affiliation; mature and ex rienced ; 
head division; midwest group of 17 Certi 
bers in various Open. Send full par- 
ticulars to: Box 8182 C, AMA. 


GENERALIST WANTED TO AUGMENT PRESENT DE- 
partment of family practice in 11 man mid- Pag group; 
early partnership. Write: Box 8054 C, % AMA 


ied mem- | 


J.A.M.A., May 30, 1959 


PHYSICIANS PLACEMENT SERVICE 
The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Council on Medical Service, 535 N. Dearborn, 
Chicago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


INTERNIST—OPENING JULY, 1959; BOARD CERTIFI- 
cation not required; active GM&S hospital ; salary range 
$9,860 to $16,000, depending on qualifications ; excellent 
fringe benefits. Apply: Manager, Veterans Administra - 
tion Hospital, Poplar Bluff, Missouri. c 


GENERAL PRACTITIONER — UNDER 35 TO JOIN 
group of 5 in growing practice in Southern California; 
excellent salary and early partnership; no night hours: 
50 bed next door open staff; must 

military Box 8187 C, % AMA 


OPHTHALMOLOGIST—BOARD ELIGIBLE OR CERTI- 
fled to associate in large group with hospital; research 
and teaching soperteress fully equipped and very 
active surgery: salary; paid vacation; excellent insurance 
program. Apply to: “pox 8181 C, % AMA. 


GENERAL PRACTITIONER WANTED — FOUR MAN 
group desires an associate; have new air-conditioned 
building; salary with percentage first year; increasing 
second year; then partnership; two hours from Chi- 
cago; up to six weeks vacation. Box 8151 C, % AMA. 


ASSOCIATED IN OPHTHALMOLOGY AND OTOLA- 
ryngology; well established private practice in Les An- 
geles; opportunity for advancement to full partnership; 
must be capable ophthalmic surgeon; describe qualifica- 
tions first letter. Box 8156 C, AMA. 


CALIFORNIA BUREAU AGENCIES—FOR 

and medicai proper- 
ties for sale. 405 Green Street, Pasadena, Cali- 
fornia, and 610 S. Street, Los Angeles 14, 
California. c 


STAFF PHYSICIAN — LARGE SOUTH-CENTRAL 
Tuberculosis Sanatorium; licensure necessary; salary 
range $7,560 to $9,120 depending upon experience ; com- 
plete family maintenance, including modern 2 bedroom 
home. Box 7989 C, % AMA 


QUALIFIED YOUNG RADIOLOGIST TO ASSOCIATE 
with group of two radiologists in practice covering sang 
hospitals and one medical group; western New Yor! 
excellent opportunity; complete information in frst 
letter. Box 8090 C, % AMA. 


GENERAL PRACTITIONER WANTED — EAST CEN- 
tral Indiana; community of five thousand; take over 
practice now grossing forty-four thousand; even greater 
potential; home office my desired; Available 
June 1, 1959. Box 8085 C, % 


WANTED — ENT MAN; ESTABLISHED GROUP IN 
indiana; Board qualified or eligible; open; 
cellent future practicing with well trained men. Box 
8071 C, % AMA. 

FELLOWSHIP AVAILABLE JULY 1, 1959 IN RHEU- 
matic diseases; south; medical school; salary $4,000- 
$5,000; depending on training; opportunity for teaching 
and research. Box 8115 C, % AMA. 


INTERNIST—CERTIFIED OR BOARD ELIGIBLE; FOR 
association with group of certified members; starting 
salary $15,000; yearly increments; bonus; life insurance 
program: send full particulars to Box 8080 C, 


EXCELLENT OPPORTUNITY FOR YOUNG MAN IN 
general practice of medicine in Colorado; salary first 
ear of association; desirous of young married man. 
Reply to: Box 7768 €, % AMA. 


WANTED—PEDIATRICIAN; BOARD CERTIFIED OR 
Board eligible; to join growin group in Missouri; ex- 
cellent working n ;_early chance 
at full partnership. Box 8097 C, % AMA. 


WANTED — ANESTHESIOLOGIST FOR THORACIC 
surgical service, at least 2 yon training required ; citi- 
zenship not necessary. Apply Levene, MD, State TR 
Hospital, Bluegrass Avenue, ‘pouistille 15, Kentue ky. € 


WANTED — PART TIME UROLOGIST; ANYONE IN 
Lake County, Indiana or the Harvey- Dolton - 
Chicago Heights-Lansing area that has a morning or 
two a week. Write Box 8096 C, % AMA. 


WANTED—ANESTHESIOLOGIST TO JOIN PRESENT 
staff of thr Connecticut license necessary; Board 
Eligible; percentage ‘phage guaranteed minimum. Reply: 
Box 7886 C, % AMA 


WANTED—PEDIATRICIAN: PEDIATRIC CONSCIOUS 
community; wealth drawing area; new clinic, 90 miles 
from Chicago; salary guaranteed established ; 
partnership two years, Box 8118 C, AMA, 


OPPORTUNITIES AVAILABLE — PHYSIATRIST; 
Boarded or Board Eligible; also research director; 
new rehabilitation center; fhildren and adults, New 
England. Box 8137 C, % 


WANTED—RECENT GRADUATE OR YOUNG PRAC- 
ticing physician to join well known ear, nose, and throat 
specialist; no previous very 
high from start. Write: Box 8059 C, % A 

RADIOLOGIST WANTED — CERTIFIED OR BOARD 
eligible for office and hospital practice; California li- 

| cense; Los Angeles, diagnostic, therapy and isotopes; 

| salary with eventual partnership. Box 8154 C, % AMAA. 
| YOUNG GENERAL PHYSICIAN WITH SURGICAL 
| training to associate two young general practitioners; 


new hospital; new clinic building; 45 minutes from 
qaaweatenn metropolitan area. Box 8191 C, % AMA. 

WANTED — TWO CERTIFIED OPHTHALMOLOGISTS 
to associate with large ophthalmological clinic in mid- 
west; salary with bonus to begin, and partnership asso- 
ciation after third year. Box 8179 C, % AMA. 


GENERAL PRACTITIONER — EXCELLENT OPPOR- 
tunity with established group in growing town in Vir- 


| 

| 

| ginia, Box 8081 C, % AM 


PUBLIC HEALTH DIRECTOR — FULL TIME, 
midwest college be 
eligible for Kansas lice! nse. Box 8201 C, % A 


| NEUROSURGEON NEEDS NEUROLOGIST FOR CITY 


FoR 
city-county health office ; 


serving 250,000 people with 1,000 hospital beds; excel- 
lent research facilities available. Box 8026 C, % AMA, 


(Continued on page 238) 
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RADIOLOGIST—BOARD CERTIFIED OR ELIGIBLE 
‘ to head department of radiology; new 5 hae 
hospital; diagnostic and therapeutic roen | 
1. uated 45 miles north of Chicago; salary subject to nego- | re 
i tiation. Write to: Administrator, Zion Community Hos- | ae 
pital, Shiloh Parkway, Zion, Hlinois, c 
be 
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¢ Full standard paper nidth 


¢ Uniform base lines 


¢ Exceptional accuracy of tracings 


Yes—G-E Cardioscribe® tracings are literally “straight 
from the heart"—amazingly free of interference even 
under poor recording conditions. Cardioscribe gives 
you improved electronic stabilization. In tests involv- 
ing 1100 twelve-lead ECG’s, excellent tracings were 
obtained despite an erratic power supply, and with 
room temperatures hovering around 100 F. 


Cardioscribe also offers improved ‘‘swing-out”’ 
paper drive for easiest loading ever. Recessed finger-tip 
controls. Provision for optional ballistocardiography. 


Your G-E x-ray representative will gladly complete 
the Cardioscribe story for you. Or simply write X-Ray 
Department, General Electric Company, Milwaukee 
1, Wis., for Pub, B-55. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


G-E Cardioscribe features provision for making 
up to 30 leads without shifting electrodes, No 
more need for tedious repositioning during even 
a full series of chest leads. Positive-action, ‘‘no- 
fail” lead transfer controt. 
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IN EDEMA: 


@ shows greater oral potency than any other 
class of diuretic agent 


@ each 25 mg. HYDRODIURIL orally is equivalent to 1.6 cc. 
meralluride |.M. 


@ has been reported to be effective even in certain patients 
who do not respond satisfactorily to other diuretics. 


@ has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


m@ low toxicity—extremely well tolerated 


@ often achieves the benefits of a low salt diet without the 
unpleasant restriction 


INDICATIONS: Hypertension, congestive heart failure of all degrees of severity, premen- 
strual syndrome (edema), edema and toxemia of pregnancy, renal edema—nephrosis, 
nephritis; cirrhosis with ascites, drug-induced edema, and as adjunctive therapy in the 
management of obesity complicated by edema. 


DOSAGE: In edema—one or two 50 mg. tablets of HYDRODIURIL once or twice a day. 
tn hypertension—one or two 25 rhg. tablets or one 50 mg. tablet HYDRODIURIL once or twice a 
day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydrochlorothiazide) in 
botties of 100 and 1,000. 


*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 
Additional information on HYDRODIURIL is available to the physician on request. 


BIBLIOGRAPHY: | Esch, A. F., Wilson, 1. M. and Freis, E. D.:3,4-Dihydrochlorothiazide: 
Clinical Evaluation of a New Saluretic Agent. Preliminary Report; M. Ann. District of Colum- 
bia 26:9 (Jan.) 1959. 2 Ford, R. V.: The Clinical Pharmacology of Hydrochlorothiazide; 
Southern Med. J. 52:40 (Jan.) 1959. 3 Fuchs, M., Bodi, T., Irie, S. and Moyer, J. H.: Prelim- 
inary Evaluation of Hydrochlorothiazide (‘HYDRODIURIL'); M. Rec. & Ann. 51:872, (Dec.) 
1958. 4 Moyer, J. H., Fuchs, M., Irie, S. and Bodi, T.: Some Observations on the Pharma- 
cology of Hydrochlorothiazide; Am. J. Cardiol. 3:113, Jan.) 1959. 


From basic research—basic progress 


NEW MEASURE ACTIVITY 


224 
‘ 
Ba 
2 
2 
le 
4 
j \ 
> ak 
* 
| 
re 


HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
a highly-active derivative of chlorothiazide 
= qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 


wloss of potassium is clinically insignificant in the great majority of 
patients on normal diets 


HYDROCHLOROTHIAZIDE 


IN HYPERTENSION: 


w effective by itself in some patients—markedly potentiates 
other antihypertensive agents 


m provides background therapy to improve and 
simplify the management of all grades of hypertension 


w has been reported by some investigators to have a greater 
antihypertensive potency in some patients than chlorothiazide 
at equivalent dosage 


mdoes not lower blood pressure in normotensives 


wreduces dosage requirements for other antihypertensive agents, 
often with concomitant reduction in their distressing side effects 


msmooths out blood pressure fluctuations 


PRECAUTIONS: It is important that the dosage be adjusted as frequently as the needs 
of the individual patient demand. When HYDRODIURIL is used with a ganglion blocking agent, 
it is mandatory to reduce the dose of the latter by at least 50 per cent, immediately upon 
adding HYDRODIURIL to the regimen. 

HYORODIURIL has shown no adverse effects on renal function; for this reason it may be 
used with excellent results even in patients for whom the organomercurials are contra- 
indicated because of renal damage. 

The excretion of potassium is much lower than that of sodium or chloride and, as is the 
case with DIURIL®, the loss of potassium is clinically insignificant in the great majority of 
patients on normal diets. If indicated, potassium loss may easily be replaced by including 
potassium-rich foods in the diet (orange juice, bananas, etc.). 


MERCK SHARP & DOHME 


Division of Merck &Co., Inc. + Philadelphia 1, Pa. 
© 1959 Merck & Co., inc. 
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HEDULIN 


BRAND OF PHENINDION 


12-Phenyi.t 3 do 


‘|. 30 mg. 
CAUTION Federal tow 
without presen?’ 


WALKER LABORATORIES. 


INC., Mount Vernon, N. Y. 


HEDULIN is the trademark for the Walker brand of phenindione. 50 mg. scored tablets for therapeutic use; 20 mg. scored 
tablets for prophylactic use. Bottles of 100 and 1,000. For a clinical trial supply of HEDULIN, write to WALKER LABORATORIES, 


RECOVERY RATE: OVER 90% 
al 

of thromboembolic disease /,, 


ished cases 


1. Breneman, G. M., and Priest, E. McC.: Am. Heart J. 50:129 Wuly) 1955. 
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Milpath.acis quickly to sappress hypermot:\\y. 
liypersecretion and spasm, and to allay anxiety 

tension. The loginess, dry rrowth and blurred vision 

$0 Characteristic of some harbiturate-be! 

combinations are minimal with Mi); 

exch ecored tablet contains; seprobamate WO my. riée 
(formerty supplied <1 tha 

Dosage tablet ¢.1.4. with meale and 2 tabl..ts ot bedtine. 


WALLACE LABORATORIES 


Brunswick, N. J. 
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STOP DIARRHEA 


from all points...growing evidence favors 


FUROXONE 


brand of furazolidone 


® Pleasant-flavored Liguip, 50 mg. per 15 cc. (with kaolin and pectin) = Convenient TABLETS, 
100 mg. ® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


WIFT RELIEF OF SYMPTOMS 


NTROL OF “PROBLEM” PATHOGENS 
fesistance develops to this wide-range bactericide) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
Furoxone “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 


with FuROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 


and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 


received it either prophylactically or therapeutically.” 


Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 


ere a 
: 
FFECTIV, 
(no ificant, 
ELL TOLERATED, VIRTUALLY NONTOXIC 
2 N ORMAL BALANCE OF INTESTINAL FLORA PRESERVED gi 
(no moniliaYor staphylococcal overgrowth) 


“Get outdoors... get 
fresh air and sunshine...” 


“You Can Rely on Your 
3 Walgreen Pharmacist for 
* ‘Truly Dependable Prescription Service 


a ©) Just what the Doctor Ordered? | 
i] 
so 
a We cordially invite you to visit the Walgreen Exhibit Booth (A-10) at the 108th Annual Meeting of the American Mesiical Association, June 8 to June 12, Atlantic City. ; 
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New diuretic-antihypertensive with 
high degree of activity, low toxicity 


— 


Greater activity: Milligram-for-milli- 
gram, Esidrix is the most active oral 
diuretic known. With a therapeutic effi- 
cacy comparable to parenterally admin- 
istered mercurials, Esidrix is at least 10 
times more potent than chlorothiazide 
and therefore provides the same thera- 
peutic benefits with but 1/10 the dosage 
—or even less. 


Patients unresponsive to chlorothiazide 
and mercurials in certain cases respond 
readily to Esidrix. 


Use in hypertension: Esidrix may be used 
alone or in combination with other anti- 
hypertensive drugs to bring about effec- 
tive lowering of blood pressure. The drug 
potentiates the action of all other anti- 
hypertensive agents, including 
SINGOSERP, SERPASIL and APRESOLINE. 
Dosage (and side effects) of other agents 


SINGOSERP® (syrosingopine CIBA) 
SERPASIL® (reserpine CIBA) 
APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) 


(hydrochlorothiazide CIBA) 


often can be reduced when they are given 
with Esidrix. 

Minimum dietary salt restriction: In 
many cases, Esidrix permits some moder- 
ation in severe sodium restriction and 
therefore makes meals more palatable. 


Side effects are usually not severe and 


most of them can be overcome by ad- 
justing the electrolyte balance (through 
dietary supplements), lowering the dose 
or administering the drug after meals. 


Dosage: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single dose 
may be given in the morning or tablets 
may be administered 2 or 3 times a day. 


Supplied: Tasiets, 25 mg. (pink, 
scored); bottles of 100. 
TaBLets, 50 mg. (yellow, 
scored); bottles of 100. 
CIBA 


2/2677™K SUMMIT,N.J. 
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BOOKS RE 


Books received by Tue Jounna are acknowl- 
will 


edged in this column. Selections be made 


A Concise Textbook of Anatomy and Physiology: 
Applied for Orthopaedic Nurses. By Joyce W. 
Rowe, S.R.N., S.C.M., O.N.C., Sister Tutor, Man- 
field Orthopaedic Hospital, Northampton, and 
Victor H. Wheble, M.A., B.M., B.Ch., Senior 
Orth di Registrar, Manfield Orthopaedic Hos- 


for more extensive review in the ¢ sts of 
Tue Jounna readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association, 


Ps h i Probl in Evaluation. 
Bn of conference on evaluation of phar- 
macetherapy in mental illness sponsored by Na- 
tional Institute of Mental Health, National Academy 
of Sciences—National Research Council, and Ameri- 
can Psychiatric Association, Washington, D. C., 
September 18-22, 1956. Edited by Jonathan O. 
Cole and Ralph W. Gerard. Publication 583, Na- 
tional Academy of Sciences—National Research 
Council. Conference supported by grant no. 
3M-9104 from National Institute of Mental Health 
of National Institutes of Health, Public Health 
Service, Department of Health, Education, and 
Welfare. Cloth. $6.50. Pp. 662, with illustrations. 
National Academy of Sciences, National Research 
Washington, 


Council, 2101 Constitution Ave., 
D. C., 1959. 
Ninth International Congress on Rh: tic Dis- 


eases. Programme Volume II. Under auspices of la 
Ligue internationale contre le rheumatisme. Under 
distinguished patronage of His Excellency the Right 
Honourable Vincent Massey, C.H., Governor-Gen- 
eral of Canada. Organized by Canadian Rheuma- 
tism Association with assistance of Canadian | 
Arthritis and Rheumatism Society. Toronto, On- | 
tario, Canada, June 23 to 28, 1957, Royal York 
Hotel. Paper. Pp. 420. International congress, 
P. O. Box 237, Terminal “A,” Toronto, Canada; 
Dr. Alexander Gode, Science Service, Division of 
Interlingua, 80 E. 11th St., New York 3, n. d. 


Therapie mit Réntgenstrahlen und radioaktiven 
Stoffen. Bearbeitet von Dr. Hans-Joachim Fiebel- 
korn, gew. 
institut Marburg/Lahn, und Dr. 
Professor fiir medizinische Strahlenphysik 
Universitit Bern. VIII. Lieferung, Handbuch der 
Therapie: Therapie des praktischen Arztes in 
Einzeldarstellungen. Herausgegeben von Prof. Dr. 
T. Gordonoff, Cloth. 43 marks. Pp. 434, with 88 
illustrations. Hans Huber, Marktgasse 9, Bern 16, 
Switzerland; [Intercontinental Medical Book Cor- 
poration, 381 Fourth Ave., New York 16], 1959. 


Di of Laboratory Primates. By Theodore 
C. Ruch, Ph.D., Professor and Executive Officer, 
Department of Physiology and Biophysics, Uni- 
versity of Washington School of Medicine, Seattle. 
With editorial assistance of Maryeva W. Terry, 
B.A. [Part one of projected Handbook of the 
Primates, to consist of four parts.] Cloth. $7.50. 
Pp. 600, with illustrations. W. B. Saunders Com- 
pany, 218 W. Washington Square, Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W. C. 2, 
England, 1959. 


Immunity and Virus Infection: Symposium held 


at Vanderbilt University School of Medicine, May | 


1-2, 1958. Edited by Victor A. Najjar, M.D., Pro- 
fessor and Head, Department of Microbiology, 
Vanderbilt University School of Medicine, Nash- 
ville, 
tion for Infantile Paralysis, Inc. Cloth. $10.50. Pp. 
262, with illustrations. John Wiley & Sons, Inc., 
440 Fourth Ave., New York 16; Chapman & Hall, 
Ltd., 37-39 Essex St., Strand, London, W, C. 2, 
Fngland, 1959. 


Cellular and Humoral Aspects of the Hyper- 
sensitive States: A Symposium Held at the New 
York Academy of Medicine. Edited by H. Sher- 
wood Lawrence, M.D., Associate Professor of 
Medieine, New York University College of Medi- 
cine, New York. Symposia of Section on Micro- 
biology, New York Academy of Medicine, number 
9. Cloth. $18. Pp. 667, with 120 illustrations. 
Paul B. Hoeber, Inc. (medical book department of 
Harper & Brothers), 49 E. 33rd St., New York 16, 
1959. 


The Physiopathology of Cancer. By 32 authors. 
Edited by Freddy Homburger, M.D. [First edition 
edited by Freddy Homburger and William H., Fish- 
man.] Foreword by Joseph C. Aub, M.D., Sc.D. 
Second edition. Cloth. $33. Pp. 1180, with 189 
illustrations. Paul B. Hoeber, Inc. (medical book 
49 E. 33rd 


department of Harper & Brothers), 
St., New York 16, 1959. 


| 
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Oberarzt am Universitiits-Strahlen- | 
Walter Minder, | 
an der | 


Tennessee, Sponsored by National Founda- | 


pital. ‘Boards. $8. Pp. 684, with 334 illustrations. 
Williams & Wilkins Company, 428 E. Preston St., 
Baltimore 2; E. & S. Livingstone, Ltd., 16 and 17 
Teviot Pl., Edinburgh 1, Scotland, 1959. 


Aging: A Review of Research and Training 
Grants Supported by the National Institutes of 
Health. By G. Halsey Hunt, M.D., Chief, Division 
of General Medical Sciences, and Stanley R. Moh- 
ler, M.D. U. S. Department of Health, Education, 
and Welfare, Public Health Service, National In- 
stitutes of Health, Bethesda, Maryland. Paper. 35 
cents. Pp. 50. Superintendent of Documents, 
Govern, Print. Off., Washington 25, D. C., 1958. 


Perspectives in Virology: A Symposium. Edited 
by Morris Pollard. [Third in series of scientific 
symposia and proceedings sponsored by Hartz 
Mountain Products Corporation, New York.] Cloth. 
$7. Pp. 312, with illustrations. Published for Insti- 
tute of Microbiology, Rutgers University, by John 
Wiley & Sons, Inc., 440 Fourth Ave., New York 
16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, 
London, W. C. 2, England, 1959. 


Surgery of the Prostate. By Henry M. Weyrauch, 
M.D., F.A.C.S., Clinical Professor of Surgery 
(Urology); Chief, Division of Urology, Stanford 
University School of Medicine, San Francisco. 
Cloth. $15. Pp. 535, with 288 illustrations by 
Halcyon Harris Cowles and Ralph Sweet. W. B. 
Saunders Company, 218 W. Washington Sq., Phila- 

delphia 5; 7 Grape St., Shaftesbury Ave., London, 

C. 2, England, 1959. 
chirurgische Behandlung 
rb Herzfehler. Drei 
Vortiige. Von Prof. ‘Dr. med. E. Derra, Prof. Dr. 
med. O. Bayer, und Dr. med. H. H. Wolter. Paper. 
6.40 marks; $1.55. Pp. 64, with 25 illustrations. 
Georg Thieme Verlag, Herdweg 63, (14a) Stutt- 
gart, West Germany; [Intercontinental Medical 
Book Corporation, 381 Fourth Ave., New York 16], 
1959. 


Konservative 


BECK-LEE CORP. 


Dept. A-559, 630 W Jackson Bivd. 
Chicago 6, Ill. U.S.A. 


J.A.M.A., May 30, 1959 
Symposium on Gastroduodenal Ulcer and Can- 


cer: International Study Among the Black, Bronze, 


White, Yellow, Aztec, Bantu, Basa, Bedouin, Es- 
quimo, Maori, Red-Skin Indian, Yaqui, Zapotecan 
Peoples. Volume II, First and Second Parts. By 
Prof. Dr. William Nimeh, F.A.C.P. Paper. Pp. 96; 
97-182, with illustrations. L’Université libanaise, 
— des études scientifiques, Beirut, Lebanon, 
1 4 


Cancer: Diagnosis and Treatment. Edited by 
John B. Field, M.D., Ph.D., Assistant Clinical Pro- 
fessor of Medicine, University of Southern Cali- 
fornia School of Medicine, Los Angeles. With 28 
contributors. Cloth. $18.50. Pp. 796, with illustra- 
tions. Little, Brown & Company, 34 Beacon St., 
Boston 6; J. & A. Churchill, Ltd., 104 Gloucester 
PL, Portman Sq., London, W. 1, England, 1959. 


Salaries of State Public Health Workers, August 
1958. Prepared in cooperation with Association of 
State and Territorial Health Officers and American 
Public Health Association. U. S$. Department of 
Health, Education, and Welfare, Public Health 
Service, Bureau of State Services. Public Health 
Service publication no. 647. Paper. Pp. 41. Govern. 
Print. Off., Washington 25, D. C., 1958. 


Die Laparoskopie und die Culdoskopie in der 
Gynikologie. Von Dr. H. Frangenheim. Mit einem 
Vorwort von Prof. Dr. K. J. Anselmino. Paper. 
19.80 marks; $4.70. Pp. 70, with 98 illustrations. 
Georg Thieme Verlag, Herdweg 63, (14a) Stutt- 
gart, West Germany; [Intercontinental Medical 
po Corporation, 381 Fourth Ave., New York 16], 
1959. 


Principles of Administration Applied to Nursing 
Service. By H. A. Goddard. World Health Organi- 
zation monograph series no. 41. Cloth. £1; $4; 
12 Swiss francs. Pp. 106. World Health Organiza- 
tion, Palais des nations, Geneva, Switzerland; Co- 
lumbia University Press, International Documents 
Service, 2960 Broadway, New York 27, 1958. 


The Investigation of the Relative Function of 
the Right and Left Lung by Broncho-Spirometry: 
Technique, Physiology and Application. By Frank 
Bergan, M.D. Paper. $4.50. Pp. 145, with 85 
illustrations. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16; 15/16 Queen St., Mayfair, 
London, W. 1, England, 1957. 


Ph hiazinderivate in der Medizin: Klinik 
und Experiment. Herausgeber: Prof. Dr. med. 
habil. H. Kleinsorge und Dozent Dr. med. habil. 
K. Résner. Bearbeitet von Dr. med. habil. Th. 
Brehme et al. Cloth. 31.60 marks. Pp. 328, with 
27 illustrations. VEB Gustav Fischer Verlag, Villen- 
gang 2, Jena, East Germany, 1958. 


Readings in Psychoanalytic Psychology. Edited 
by Morton Levitt, Ph.D., Associate Professor of 
Psychiatry and Assistant Dean, Wayne State Uni- 
versity, College of Medicine, Detroit, Michigan. 
With 24 contributing authors. Cloth. $8.50. Pp. 
413. Appleton-Century-Crofts, Inc., 35 W. 32nd 
St., New York 1, 1959. 


Eye, Ear, Nose and Throat Manual for Nurses. 
By Roy H. Parkinson, M.D., F.A.C.S. Eighth edi- 
tion. Cloth. $3.85. Pp. 237, with 82 illustrations. 
C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3; Henry Kimpton, 134 Great Portland 
St., London, W. 1, England, 1959. 


Psychiatrische Themen in Malerei und Graphik. 
Von Prof. Dr. med. Rudolf Lemke. Bearbeitet von 
Prof. Dr. med. Helmut Rennert. Boards. 31.30 
marks. Pp. 144, with 109 illustrations. VEB Gustav 
Fischer Verlag, Villengang 2, Jena, East Germany, 
1958. 


Group Psychotherapy: Theory and Practice. By 
J. W. Klapman, M.D. Second edition. Cloth. $6.75. 
Pp. 301. Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16; 15/16 Queen St., Mayfair, London, 
W. 1, England, 1959. 


Quadri arteriografici. Di Edmondo Malan. Con 
la collaborazione di G. Tattoni, C. Malchiodi, G. 
Bounous e U. Ruberti. Cloth. 5000 lire. Pp. 124, 
with 81 illustrations. Edizioni Minerva medica, 
Corso Bramante 83-85, Turin, Italy, 1958. 


Traité de technique chirurgicale. Tome VII. 


Publié par MM. B. Fey et al. Second edition. Cloth. 
7200 francs. Pp. 769, with 526 illustrations. Mas- 
| son & Cie, 120, boulevard Saint-Germain, Paris 6e, 
France, 1959. 
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tazolidin 


tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...” 

Rheumatoid Arthritis: In “p total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


(phenylbutazone Geicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2 Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”2 Spondylitis: All patients 
“,..experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (pheny!- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone Geicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbro- 
mide, 1.25 mg. 
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is rare in any human endeavor. When it appears, 


it may be perceived in various forms—as a work of art, 


a discovery, an idea, or an achievement of scientific 


inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 


preparation must first of all achieve a degree of 


universality ... the cumulative experience of thousands 


of physicians over a period of many years. From 


this experience, then, is born that unhesitating confidence 


which may be summed up in the term a “drug of choice.” 


Gantrisin.... 


GANTRISIN + LIPO GANTRISIN 


ROCHE® GANTRISIN®—brand of sulfisoxazole 


ROCHE LABORATORIES 
as A Division of Hoffmann-LaRoche Inc. 
) Nutley 10, N. J. 
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Lowsley,'O. S. & Kir 


J., Clinical 
ny, 1936, vol. 2, 3. 


Jan. 19, 1952. Womack. Cc. 
H.; Haight, T. H. & Finland, 

ch. F 1952. Baker, R., S. Clin. North 
America 32 :311-323, j.& Morse. Cc. W. H., Mil. 
Surgeon 110 :177-180, March 1952. Raabe, 5., Medizinische 9 :282-286, March 
1, 1952. Royce, R. K., Bull. St. Louis M. Soc, 46 457-458, March 21, 1952. 


¥ MeMartin, W. J. & Milam, D. F., J.A.M.A. 148:1117-1121, March 29, 1952. 
fs Waisbren, B. A. & Carr, C., Am. J, M. Sc. 223:418-421, April 1952. Secretan, 
M., Schweiz. med. Wchnschr. 82:345-350, April 5, 1952. Ney, C. & Mark- 

£ ham, M. J., New York State J. Med. 52:1033-1035, April 15, 1952. Seeretan, 


M., Schweiz. med. Wehnschr. 82 :453-456, April 19, 1952. Abruazi, W. A.., 
Tufte M, J, 19:15-20, May 1952. Bourgeois, G. A., Am. J. Surg. 83 671-673, 
May 1952. Carroll, G. & Brennan, R. V., J. Internat. Coll. Surgeons 


17 809-813, June 1952. Lazarus, J. A. & Wood, W. A., Am. Pract. & Digest 

Treat. 3:445-452, June 1952. Raabe, $., Medizinische 9:271-304, March 1, 

1952. Abstracted in J.A.M.A,. 149 :712, June 14, 1952. Carroll, G. & Brennan, 

Be V., J. Urol. 68 :88-95, July 1952. Schoonover, F. S., Jr., M. Times 

/ 80 :425-430, July 1952. Singer, P. L., Clin, Med. 317- July 1952. 

e Prentiss, R. J.; Mullenix, R. B. & ‘Wh J. M., Med, 


77:7.11, July 1952. Yow, E. M., J.A.M.A. 149:1184- 1188, 26, 1952. 
Becher, H., Med. Monatsschr. 5 1786. 787, Nov. 1951. Flint, L. D., S. Clin, 
North ‘America 31 681-690. a Med. 
8 28-33, July 1951. 


ymous, Am 

0 Vas 1951. Renshaw, J. E., J. Am. M. 
Women’s A. 6 :438-439, Nov. 1951. Carroll, G. & Brennan, R. V., South. 
Med. & , Pract. & Digest Treat. 
2 :1038- 
Dec. 19: 
Soc, Clin 


April 1950. Plichet, ve Presse med. 58 :495, April 29, 1950. oF J. A. 
& Thomas, O., Am. J. Dis. Child, 79:785-790, May 1950. Howard, F. S., 
Stanford M, Bull. 8 :66-72, May 1950. Anonymous, Southwestern Med. 
31:178, June 1950. Gloor, H. U., Praxis 39 687-689, Aug. 10, 1950. Carroll, 
G.; Allen, H. N. & Flynn, H., Postgrad. Med. 8 :312-316, Oct. 1950, age 
A. B., Jr., South. M. J. 43:868-871, Oct. —. a E.; Roth, R. B. 
Kaminsky, A. F., J.A.M.A. 144 601-605, Oct. 1950. Stewart, B. L. 
Lash, J. J., J. Urol. 64 801-810, Dec. 1950. ve E. & Schneeberg, A., 
J. Internat. Coll. Surgeons 14:721-725, Dec. 1950. Thompson, R. F., South- 
western Med. 3] :403-409, Dec. 1950. Hinman, F., Jr., Ann. West. Med. & 
Surg. 4 :829-833, Dec. 1950. Carroll, G.; Allen, H. N. & Flynn, H., J.A.M.A,. 
142 85-86, Jan. 14, 1950, Langemann, H., Schweiz. med. Wehnschr. 80 :78-81, 
Jan. 28, 1950. Birchall, R. & Alexander, J. E., Medicine 29 ;1-28, Feb. 1950. 
Wilhelm, S. F. & Orkin, L. A., J. Urol. 61:131-139, Jan, 1949, Rhoads, 
P. S.; Svec, F. A. & Rohr, J. H., Quart. Bull. Northwestern Univ. M. School 
23:104-111, Spring 1949. Lazarus, J. A. & Schwarz, L. H., J. Urol. 
61 649-657, March 1949. Schiffrin, M. J., Mod. Hosp. 72:104, 106, 108, 110, 
March 1949, Rhoads, P. S.; Svec, F. A, & Rohr, J. H., Mississippi Valley 
M, J. 71:87-89, May 1949, Schweinburg, F. B. & Rutenberg, A. M., Proc. 
Soc. Exper. Biol. & Med. 7/ :20-23, May 1949. Rhoads, P. S.; Svec, F. A. 
& Rohr, J. H., Proc. Inst. Med., Chicago 17 :356, June 15, 1949. Brickhouse, 
R. L.; Lepper, M. H.; Stone, T. E. & Dowling, H. F., Am, J. M. Se. 
218 :133-137, Aug. 1949. Carroll, G.; Allen, H. N. & Flynn, H., Urol. & 
Cutan. Rev. 53 :677-683, Nov. 1949. Wilhelm, S. F.; Schloss, W. A.; Orkin, 
L. A.; Seligmann, E. & Wasserman, M., J.A.M.A, 141 :837-839, Nov. 19, 
1949, Herring, A. L., Mississippi Doctor 27 :329-332, Dec. 1949, Thompson, 
H, T., J. Urol. 62 :892-899, Dec. 1949, Sarnoff, S. J.; Freedman, M. A. & 
Hyman, A. A., J. Urol. 55 :417-427, April 1946. Haines, W. H. & Miceli, S., 
Pennsylvania M. J. 50 :1328-1330, Sept. 1947. Narins, L., J. Urol. 59:92-95, 
Jan, 1948. Rodgers, R. S. & Colby, F. H., J. Urol. 59 659-663, April 1948, 


e ae S. J., Proc, Soc. Exper. Biol. & Med. 68 :23-26, May 1948. Rhoads, 
F. _A. & Rohr, J. H., (Proc. Central Soc. Clin. Res., 20th 
{l Oct. 31-Nov. 1, 19 b in, Med. 
Dec. ° in. North America 32: 

, E.; Helper, A. B.; 

Feb. 1956. Hug North Carolina 

M. J. 17 :320- 324, 1936" Mod. Med. 24 :85-91, Nov. 15, 


1956. Bernard, 3. A. "Med. 37 Feb. 1956. Bayer, H., 
Aerztl. Praxis 8:(29), 1956. Lowsley, O. S. & Kirwin, T. J., Clinical 
Urology, ed. 3, Baltimore, The Williams & Wilkins Company, 1956, vol. 2, 
p. 776. Winer, J. H., California Med. 84 :204-205, March 1956, Creevy, 
C. D., Minnesota Med. 39 :281-284, 306, May 1956. Marks, R. G.; Ravich, 
L. & Wilhelm, S. F., J. Urol. 73:179-181, Jan. 1955. Harris, J.|A. & Vest, 
S. A., Postgrad. Med. 17 :58-65, Jan. 1955. Garvey, F. K..& Straweutter, 
H.E., North Carolina M. J. 16 :63-64, Feb. 1955. Carroll, G., J. Urol. 73 609- 
612, March 1955, 
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and in other urinary and systemic infections 
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CHLOROTHIATZIDE% 


PERTENSION 


| | 
j 

: 


MERC K 


Division of M 


RATIONALE 


“It appears that there is now available in 

chlorothiazide a drug which is a specific 

antagonist to the abnormal sodium 

metabolism seen in the vast majority of 

hypertensive patients. The use of this agent 

[DIURIL] may stand the test of time as [a] 

most vital and specific weapon in the 

treatment of a relatively non-specific disease 

in which the only specific abnormality known 

is one of sodium metabolism. .. . 
Chiorothiazide now appears to be [a] drug of - 
choice when initiating therapy in the 
average hypertensive patient.” 

Reinhardt, D. J.: 

Delaware State Med. J. 30:1, January 1958. 

RESULTS 


“We have presented a group of 48 patients 
previously treated with a variety of 
antihypertensive agents.” “Upon the addition 
of chlorothiazide to their regimens, there 
was realized an additional blood pressure 
lowering effect of 23 mm. systolic and 

11 mm. diastolic.” 


Bunn, W. H., Jr.: 
Ohio State Med. J. 54:1168, September 1958. 


MINIMAL SIDE EFFECT 


. [virtual] absence of significant side- 

effects or toxicity in the dosages used... 
“Side-effects were minimal . . ."** 
“There have been no instances of adverse i 
effects on the hematopoietic, renal or 
hepatic system... ."*** 


*Freis, E. D., et ol.: Treatment of Essential 
——— with Chiorothiazide (DIURIL), J. A. M. A. 
166: 137, Jan. 11, 1958. 
**Reinhardt, D. J.: The Impact of Chlorothiazide 
DIURIL) on Therapy in Arterial Hypertension, 
laware M, J. 30: 1, Jan. 1958. : 
***/ andes, R. P., and Peters, M.: Clinical 
Observations on Chlorothiazide, Postgraduate 
Medicine 23: 648, June 1958. 


dosage: one 250 mg. tablet DIURIL b.i.d. to one 
500 mg. tablet DIURIL t.i.d. 


supplied: 250 mg. and 500 mg. scored tablets DIURIL 

(Chlorothiazide), bottles of 100 and 1000. 

DIURIL is a trademark of Merck & Co., Inc. j 
© 1959 Merck & Co., Inc. a 


Trademarks outside the U.S. : 
CHLOTRIDE, CLOTRIDE, SALURIC, 
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(Continued from page 222) 
INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internsh ips 
and the + approved ‘or residencies in cialt 
the Council Medical Education and 
the A. M. Consult Council’s approved 1 
for types of and residencies 


PATHOLOGY RESIDENCY — 250 BED GENERAL 
hospital, 3,000 surgicals; 150 autopsies, 140,000 clinical 
tests annually ; 4 year approved training in pathologic 
anatomy and clinical pathology; progressive program 
designed to train residents as qualified general hospital 
pathologists; new facilities including museum and 
medical iJustration studio; generous stipend; appoint- 
ment open July ist, 1959. Contact: J. MeCormick, 
MD, Pathologist, Swedish Covenant Hospital, 5145 N 
California, Chicago 25, Llinois, 


PATHOLOGY RESIDENT—-FULLY APPROVED PRO- 
gram, 400 bed hospital; two Board Certified patholo- 
gists in full time attendance; over 6,000 surgicals; over 
50% autopsies; full clinical pathological service in new 
laboratory wing. Apply: Dr. Philip Wasserman, Direc- 
tor of Clinical Laboratories, Jewish Hospital and Medi- 
cal Center, Cincinnati 29, Ohio. D 


APPROVED eth INTERNSHIPS AVAILABLE 
July 1, 1959; 215 bed general hospital; excellent edu- 
cational opportunities ; out-patient clinic ; all services 
available; $150 plus full maintenance. Write: Intern 
Committee, St. Luke's Hospital, 287 North Smith Ave- 
nue, St. Paul 2, Minnesota. D 


ANESTHESIOLOGY RESIDENCIES — APPLICATIONS 
for July, 1959, appointments now being accepted; sti- 
pend $17. 5-$325, complete maintenance; graduates of 
approved schools only, Write: ‘Administrator, Children's 
Hospital (a general hospital), 3700 California Street, 
San Francisco, California. D 


FULLY APPROVED CAREER AND REGULAR RES!I- 
able tor $3,250 to 
690. A Chief. Phys Medic ne an 

Veterans dministration Hospital, wrens 


PEDIATRIC RESIDENT — ONE OR TWO YEARS 
training preferable ; pending. Saint Barnabas 
Medical Center, 685 Street, Newark, New Jersey; 
full maintenance, $150 per month. Write: Director of 
Medical Education D 


MEDICAL RESIDENT—ONE OR TWO YEARS TRAIN- 
ing preferable; approval pending; Saint Barnabas 
Medical Center, 685 High Street, Newark, New Jersey; 
full maintenance; $150 per month. Write: Director, 
Medical Education, D 


RESIDENT PHYSICIANS FOR 50 BED GENERAL 
hospital; suburban Philadelphia, Pennsylvania. Write: 
Administrator, Haverford Hospital, Havertown, — 
sylvania. 


RESIDENT WANTED — BEGINNING 
July 1, 1959; in well known eastern ar) cyeeeaian 
for ates or four years, Box 8229 D, % AMA 


NEW YORK CITY—RESIDENTS; A FOTORIATRIO 
service in @ general hospital with approved three y 
training program; all para-medical services fully op sd 
ative, located in the Greenwich vinage section of Ne 
York City; physical plant modern, up-to-date, recently 
constructed; this general consists of 
covering all specialties, and including a current 
ity of 82 beds in a psychiatric pavilion; affiliated with 
New York University-Bellevue Medical Center; resi- 
dencies available at Ist and 3rd year levels. For further 
information, write: The Administrator, St. Vincent's 
Hospital*+ of the City of New York, 153 W. Ilith 
Street, New York 11. Applications now being memes | 
for training year starting July 960. 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
new GM&S well organized teachin 
iated with University Schoo! 
edicine; all types of psychiatric experience repre- 
including supervised medicine. chitd oriented psy- 
potter apy, guidance, 
approved training 


ull time of is a member of 
merican Psychoanalytic Association ; attractive 
career residency program citizenship re- 
wired. Wri.c to: Dr. Bernard “Gruvant. Veterans 
dministration Hospital, 915 North Grand Avenue, 
Louis 6, Missouri. 


WANTED ONE FIRST YEAR RESIDENT IN_ PA- 
thology for July 1, 1959; graduate of U. 8S. or Cana- 
dian Class A medical school ; 300 bed modern hospital 
with active graduate training program; full 4 year 
approval in P.A. and C.P.; 2 full time board patholo- 
gists; 2 board consultants; biochemist; microbiologist; 
topnotch progressive laboratory; 5042 surgicals and 165 
autopsies in 1958; stipend $375.00; contact director of 

laboratories, McLaren General Hospital, Flint, a. 

can 


PSYCHIATRIC RESIDENCIES — IN 72 BED ACUTE 
psychiatric treatment center of a city general hospital; 
approved residencies at all levels of training with close 
individual supervision ; on id group; 

warm milieu; drug and somatic therapies ; special experi. 

ence in ward administration; day hos ital; after care 
clinic; psychosomatic service; child we iutpationt psy- 
chiatry as well as neurology and Address in- 

:R D, Ps Receivin 


u : rt H. 
enter, 2200 McCoy, Kansas City 8, Missouri. 
APPROVED THREE YEAR RADIOLOGY RESIDENCY 
at 500 bed general medical, surgical hospital+ and 
large outpatient service in medical center; affiliated 
with University of [inois for supplemental therapy and 
Children's Memorial Hospital for pediatric radiology; 
supervised by Deans Committee representing University 
of Illinois, Stritch School of Medicine and Chicago 
Medical Sehool; U. 8. citizenship required. Apply: Di- 
rector, Professional Services, Veterans Administration 
Hospital, 820 8. Damen, Chicago 12, Illinois. D 


SCHOOL OF PSYCHIA. 
try; ap d three year program; balanced clinical and 
didactic "Taining including and somatic 
therapies; out-patient and child phychia at Veterans 
Administration, State and Menninger Hospitals affili- 
ated with Topeka institute for psychoanalysis; five year 
appointments combining residency and staff experience 
for neers Eligibility available at staff salaries. Write: 
R Menninger School of Psychiatry, va, 


WHIRLPOOL BATH 


New Portable 


Whirlpool Bath 
for clinic or office 


To enable patients with poor circula- 
tion, muscular, bone: and nervous dis- 
orders to obtain whirlpool therapy 
more readily, Jacuzzi Bros. has devel- 
oped a lightweight whirlpool instru- 
ment that is completely portable and 
relatively low in cost. 

Being portable, the new Jacuzzi re- 
quires no special tank or plumbing of 
any kind, yet provides the same effec- 
tive whirlpool action as the conven- 
tional tank-mounted devices used for 


years in clinics. 
HOW IT WORKS 


Merely place the 
Jacuzzi in any 
tub or tank. Pa- 
tient lies back 
effortlessly and 
lets the pene- 
trating heat and 
flowing force of 
warm water alive 
with millions . vibrant air bubbles 
gently massage his body. Increases cir- 
culation, eases muscular pain, induces 
relaxation. Ideal for office use. 


Listed by Underwriters’ Laboratories 


MAIL COUPON 
for complete 
information 


Sold or Rented . 


Hydrotherapy Division—Dept. X-3 

1440 San Pablo Ave., Berkeley 2, Calif. 4 

Please send literature and name of local : 

supplier. 

ADDRESS : 


J.A.M.A., May 30, 1959 


INTERNAL MEDICINE RESIDENCIES AVAILABLE 
duly ist or quarterly; fully approved, three year active, 
Planned program; supervised University of Colorado 
School of Medicine; research, isotopes, cardiopulmonary, 
mutual rotation two local approved general hospitals; 
approved school, U. 8S. citizenship required; low oe 
housing units available. For details, write: W. 
Taylor, M. 8., Veterans A tration Hospital, ‘ibe. 
querque, New Mexico. D 


APPROVED RESIDENCIES AVAILABLE IN PATHO: 
ogy, radiology, urology, internal medicine and pe af 

4& new modern county hospital; 310 acu 
bassinets; valid California MD gray | 
U. 8. citizenship papers required; full son and 
— salaries $350, 
Sontac’ ministrator, Kern Count, - 
field, California. Hospital 


VACANCIES—SENIOR PHYSICIANS WITH 
of three years psychiatric experience; excellen ty 
tunities for advancement; salary rate $7320- $10.3 200 
depending upon applicant’s training and experiences ; 
annual increments; nominal deduction for complete 
family maintenance ; fully approved large eastern mental 

rogress; must eligible for licens’ Conn: 
x 7977 D, % AMA. 


AL MEDICINE RESIDENCY—OPENINGS IN 
and 2nd year at Coral Gables, Florida, Veterans Ad- 
ilies Hospital in affiliation with University of 
Miami School of Medicine; applications accepted for 
July 1, 1959 and quarterly trom U. 8. citizens; salary 
ca rvice, 
Howplial, Coral Gables, Florida 


RESIDENCIES — INTERNAL MEDICINE; 1,300 BED 
gare pommel +: 3 year; Baylor University College of 
edicine tae; includes all specialties under super- 
vision of Board Certified specialists; $3,250 to $4,945; 
must be of United States or medical 
school; appointments available for 1960. H. D. Bennett, 
D, ‘Veterans Administration Hospital, Houston, 
Texas. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clin- 
cal experience; opportunities for clinical, teaching and 
research appointinents in hospital*+ and medical col- 
lege after completion of training ; approved internship re- 
quired. Write: C. M. Landmesser, MD, Director of An- 
esthesiology, Albany Medical Center, Albany, New York. 

D 


— MEDICINE; 1,300 BED 
eral hi tal, 3 year; Baylor University College of 
edicine affiliation; all subspecialties under 
supervision of Board Certifi specialists; $3,250 to 
$4,945; must be graduate of U. S. or Canadian medical 
school ; peomnnents available for 1960. H. D. Bennett, 

terans Administration Hospital, Houston, 
Texas. D 


RESIDENCIES AVAILABLE—CAREER OR REGULAR, 
in peurology psychiatry, PM&R, and anaesthesiology; 
affiliated with Medical College of Virginia; our residents 
have some of their training there; salaries: Career, 
$6,505 to $9. 808 pe r annum, regular $3,250 to $4,165 per 
annum. Apply nager, Veterans Administration Hos- 
pital+, Richmond 16, Virginia. D 


SURGICAL RESIDENCIES — OPENING FOR TWO 
graduates of approved medical schools as first year resi- 
dents in an approved four year program in a modern 
general hospital with organized teaching program and a 
large number of clinic patients. Write: Director of 
Education, Norfolk General Hospital, 

rginia. 


18ST, 38RD, YEAR RESIDENCIES IN 
available; 9 beds; large teaching program, necrops 
rate 75%; me an easy residency, but good training for 
one who wants to work. Address: Paul Weld, MD, - 
rector of Medical Education, Rochester General ‘Hos. 
pital*+, Rochester 21, New York D 


ANESTHESIOLOGY RESIDENCIES-—-AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hootalsi an opening 
every 4 weeks. Address: Frederick H. rgen, MD, 

rector of Anesthesiology, “University Minnesota 
Hospital, Minneapolis, Minn D 


WANTED — RESIDENTS FOR 2 YEAR APPROVED 
program in internal medicine; salary $75-$200 per 
month and maintenance, depending on qualifications; 
500 bed modern, chronic disease hospital. Apply: Ex- 
ecutive Director, St. Barnabas Hospital, New York 57, 
New York. D 


PATHOLOGY Fog DENCY — APPROVED FOR 2 
years; begin July 1, 1959; California license required 
salary first year $300 monthly plus gy =f second 
ear $350 mont plus poly: 

i Dd, San Bernard no County 
Hospital, San Bernardino, California. 


ROTATING INTERNSHIP — APPROVED; ACTIVE 
teaching service: out-patient clinics and active emer- 
gency service; stipend $250 per month and full mainte- 
nance. Apply: Robert M. ew, Administrator, Floyd 
Hospital, Rome, Georgia D 


WANTED — ROTATING INTERNS; APPROVED 400 

general hospital in psychiatric hospita) ; 
annual stipend $3,100. Apply to: Winifred Overholser, 
Saint Elizabeth's Hospital, var. 
ngton, L 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern mental 
hospital+; exce:lent teaching program therapeutic pro- 
cedures; $5280-$6600. Box 7976 D, % AMA. 


APPROVED RESIDENCY; ONE 
opening available aus ; open to graduates of approved 
medical schools; wri Director of Med 
tion, The Toledo Hospital*+, Toledo 6, Ohio 


INTERNS — JULY 1, 1959; APPROVED ROTATING 
internships in accredited gf hospital*. Write: 
ical Director, Pierce County Hospital, Tacoma, Wash. 
‘on. 


(Continued on page 240) 
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(Continued from page 238) 

ROTATING RESIDENCY AVAILABLE NORTHERN 
Ohio 186 bed hospital salary $550 per month. Box 
8205 D, % AMA 

WANTED—MEDICAL RESIDENT; TAY SALARY 
$550 and maintenance. Box 8180 D, AMA 

PARTNERS WANTED 

PARTNER WANTED BY YOUNG PHYSICIAN $60,000 
weneral practice; New York City suburb. Write, stating 
qualifications, availability, military status to: Box 
8166 F, % AMA 

LOCUM TENENS WANTED 

WANTED—LOCUM TENENS; CLASS A GRADUATE; 


ueneral practice for « or two months; small Arizona 
community; six hundred dollars a month guaranteed ; 
all operating expenses and four room fully furnished 
house; temporary license can be arranged, Box 1826, 
Varker, Arizona G 


GENERAL PRACTITIONER STARTING IMMEDI- 
ately or as soon as possible for about 3-4 months; 
pleasant air-conditioned office, Write: P. O. Box 368, 
Ripon, California G 


WANTED—LOCUM TENENS; GENERAL PRACTICE 
or a ey work predominately; July 1 through Septem- 
be 1959. Write to: Dr. Henry Harrison, Jr., | 
109 Porter Building, Bryan, Texas. G 


LOCUM TENENS WORK WANTED 


WANTED—LOCUM TENENS; JULY, AUGUST AND 
September; Texas Gulf Coast; general medical and 
surgical; modern clinic-hospital; varied interesting 
practice; possible association following: Ocean breezes 
and sports. Write: Box 8233 H, % AMA. 


SITUATIONS WANTED 


INTERNIST: 35; AOA; DIPLOMATE; 4 YEARS, IN- 
structor, medicine; several years, flight surgeon; while 
prefers clinical practice, group, hospital or association, 
is academically, administratively minded; extremely 
competent, well-informed internist; gentlemen of high- 
est integrity. WOODWARD MEDICAL BUREAU, 185 
NORTH WABASIL CHICAGO I 


at RGEON: TWO YEARS, BATTALION SURGEON, 

USN; recently completed exeellent training, fine hos- 
pitals; interested general or partner- 
ship; seeks West or Southw Age 33; Board Eli- 
gible. WOODWARD MEDIC Ai iu REAU, 185 N 
Wabash, Chicago. 


MARRIED—VETERAN; AGE 34; COMPLETING FIVE 
years general surgery resideney at Veterans hospital; 
seeks opportunity; location, assistantship, association 
in general surgery; northeast United States; available 
August 1959. Box 8221 1, 9 A 


OBSTETRICIAN - GYNECOLOGIST; BOARD CERTI- 
fied; Florida license; FACS; veteran; married; age 39; 
seven years successful private practice ; desire location 
anywhere for two a) or permanent location in the 
southeast. Box 8220 |, A. 


ILLINOIS LICENSED PHYSICIAN; 34; FAMILY; 
background including 6 years of surgical training; 2 
years general practice; desires association with general 
practitioner, surgeon or group; preferably Chicago or 
suburbs. Box 8209 1, % ‘3 


GENERAL SURGEON UNIVERSITY TRAINED 5 
years qualified all general, most thoracic, orthopedic 
and gynecology surgery; desire association or group 
practice in or near oo me ag area; military obliga- 
tion completed, Box 8252 L, AMA. 


OPHTHALMOLOGIST-BOARD CERTIFIED; AGE 
married; military obligation completed; wishes eso. 
elation with medical group or with another Certified 
will consider California only. Box 
8237 I, AMA 


CARDIOLOGIST SEEKING. POSITION RESTRICTED 
to adult and pediatric cardiology with opportunity to 
set up cardiae lab, teaching and clectrocardiograph 
work. Box 8236 I, % AMA 


GENERAL PRACTITIONER—MARRIED; 32; DRAFT 
exempt; with 2 year radiology; 2 years experience in 
successful general practice; wishes to buy or assoc late 
general practice near San Diego, Box 8242 1, % AMA 


SURGEON — 37; MARRIED; BOARD CERTIFIED; 
FACS, DNB; six years practice eneral and traumatic 
surgery; teaching afiiati rr. relocation outside 
New ork City area. Box 8172 1, % AMA 


SURGEON —BOARD CERTIFIED; 32; COMPLETING 
military service; desires association, group or opportune 
location preferably with academic opportunities or near 
teaching center; one rience includes traumatics and | 
fractures, Box 8194 I, AMA 


UROLOGICAL SURGEON—AMERICAN BOARD CER- 
tifled; FRCS; Broad training; expert in all urological 
surgery; extensive research; thorough background in 
physiology; good health: desires association with univer- 
sity hospital with potential research facility. Box 8188 I, 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January list; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Iturneice Larson, Director, 900 North 
Michigan Avenue, Chicago. 1 


GASTROENTEROLOGIST—BELGIAN IMMIGRANT; 33; 
married; MD 49 Louvain, fully trained in Louvain, 
Paris, London, and pane: wide experience with 
endoscopies, member o 
Gastroenterologists in “Belgium: desires a suitable posi- 
tion; available after July, 1959. Box 8114 1, % AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc. ; physicians for pri- 
vate practice, assistants or associates, industry, public 
heal Please write for recommendations. Shay ees 
Agency, 55 ington, Chicago. 
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YOUNG. EXPERIENCED PHYSICIAN AVAILABLE 


J.A.M.A., May 30, 1959 


INTERNIST—SEEKING POSITION WITH GROUP IN 
midwest or Pacific northwest; Board Qualified with _ 
of ; available July 15, 1959. Box 7875 I, 

A 


PATHOLOGIST — CERTIFIED ; 37; MARRIED WITH 
family; excellent training; 3% years director of hospital 
laboratory ; desires to relocate ; consider foreign or teach- 
ing opportunity; available August, Box 8200 1, % AMA. 


rienced, ‘otepes: 7 years general Bractice be- 


GENERAL SURGEON-—FRCS8S; WITH THREE YEARS 
experience in thoracic surgery ineluding bronchoscopy 
ond available now. Box 8152 I, 


OBSTETRICIAN- GYNECOLOGIST — BOARD CERTI- 
fied; 39; married; military completed; desires location 
jouth or southwest; group or partnership. Box 


from July thru September 1959; for vacation coverage 
in hospital, or summer camp or locum tenens; general 
practice. Box 7421 1, % AMA. 


PATHOLOGIST AGE 37; BOARD CERTIFIED; 
wishes to relocate; two years experience as associate 
pathologist. Box 8202 Il, % AMA. 


UROLOGIST—BOARD ELIGIBLE; MARRIED; VET- 
eran; desires association established urologist ; clin- 
ic, or group. Box 8185 1, MA, 


PROFESSIONAL AND TECHNICAL AIDES 


TED—TECHNOLOGISTS AND SCIENTISTS 
(1) "eCHNoLOGistT S: (a) CHIEF MED TECH: 4 in 
usy lab, vol gen hsp expand’g to 150 bds; sm agric 
Carolinas. (b) TIS TECH: hi 
3 techs now; hsp expand’ t $4: 
univ city. (c) MED inna pref ASCP; vol gen hsp 


Cc 
RAY TECH: 30-bd gen hsp; to $5400 & 
art mtce; Fla resort twn. (e) MED TE 


Ds; must be reg’d, elig. Cal 
(f) LAB Cc apprv'd, fully air-cond 
new 50-bd gen hsp; 800 i; 


9 to n 
7,000. (g) XRAY TECH: vol ids; to 
$4600; Ige Cal city. (h) MED TECH: ASCP; a prv'd 
D ; to $4800; capital city 50, w. 
H: supvy 3 in busy lab, new & 
equip’d; 110-bd gen hsp; $6000 vicin; MidE 


SCIENTISTS: (a) RESEARCH BIOCHEMIST: 
Ph.D. well trained enzymol; full resp for rsrch bio- 
chem lab in med dept outstand’g MW hsp; general 
studies kidney, liver rsrch; possibie hosp & med sch 
superior equip; $7-9500. (b) 
eee: M.S., Ph.D. hd clin labs, hsp ex- 
pand’g to 350 bds: st ca ital, coll city 75,000; SE. 
(e) BACTERIOLOGIST: .S., M.S., 360-bd gen 
excel lab facil: to $6300 for MS; Cal coastal ¢ 

Woodward Medical Bureau, Ann Woodward, Soca, 
185 N. Wabash, Chicago. Lt 


(2 


HOSPITALS AND SANATORIA FOR SALE 


FOR SALE—MODERN 37 BED HOSPITAL WITH 
fully equipped surgery; long history of profits; situated 
in rich agricultural district in Puget Sound area State 
of Washington. Box 8208 0, % AMA. 


“ULTRA” SANITARIUM; LI- 


FOR SALE — NEW 
) be 


censec M. B. Davis Associates, We specialize 
in ree 1 properties, 405 East Green Street, Pasadena, 
California. 0 


PRACTICES FOR SALE 


CALIFORNIA--SALINAS VALLEY, GENERAL PRAC- 
tice; rented office; for cost of equipment; no investment 
needed; open staff hospital 25 miles away; leaving rec- 
ords; entering semceney July 1. Robert Kraft, MD, 167 
Main Street, Soledad, California. Pr 


CALIFORNIA — LOS ANGELES SUBURB; GENERAL 
practice gross $60,000; $5,000 down; will introduce ade- 
quately; specializing; available now. Box 8204 P, % 

A. 


NERAL PRACTICE FOR SALE 
near San Francisco Bay area; growing community; 
open staff hospital five minutes away; well equipped 
office with long lease; 1958 gross $45,000; will intro- 
duce; leaving to specialize; available immediately. Box 
8171 P, % AMA. 


CALIFORNIA. — G 


FLORIDA—RAPIDLY GROWING SOUTHEAST COAST- 
al city; active practice by internist; suitable for internist 
or general practitioner; selling office and epee 
only $5,000; will introduce. Box 8177 P, % AMA. 


ILLINOIS—SOUTHWEST CHICAGO; LONG ESTAB 
lished general practice; well equipped 5 room apart- 
ment available upstairs for doctor; hospitals available ; 
will introduce; easy terms; ideal for man. starting 
practice. Box 8228 P, % AMA. 


ILLINOIS—CHICAGO; GENERAL PRACTICE FOR 
sale; very re asonable price; near Loop; give full par- 
ticulars including age, draft status and medical school. 
Box 8216 P, % AMA 


INDIANA—GENERAL PRACTICE IN © OMMUNITY OF 
5,000 near Richmond; now grossing $42,000; partnership 
could gross $60,000; two approved hhoapitals within 
twenty minute drive; available June 1; with or with- 
out 14 room home office; terms; introduction: Box 8086 
P, % AMA. 


IOWA—GENERAL PRACTICE; ACTIVE PRACTICE 
established twenty years; prosperous county seat town; 
rent near new air conditioned office; no investment ex- 
cept for equipment if desired; trained td available ; 
obstetrics optional. Box 8222 P. % AM: 


R 
- | in hospital of 100 te 200 beds. Box 8111 1, % AMA. a 
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BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


SECLUSION Est. 1909 MATERNITY 


FAIRMOUNT 


Private sanitarium for the care of a limited 
number of unfortunate girls. Rates reason- 
able. In certain cases work given to reduce 
expenses. Certified obstetrician in ch 

All adoptions, if desired, are arranged 

the juvenile court of K. c. Early | entrance 
advised. All 


Write or phone 
Schroer, Supt. WA eure 
4911 E. 27th St.—K. C., Mo. 


Health Publications = NORTH SHORE 


Send for a free catalog listing publications of the American Medical m{ ee 

Association dealing with community health, personal hygiene and sani- ze | HOSPITAL 
tation. Listed are posters, pamphlets and other publications of interest . << 
to the public. Help encourage the maintenance of good health in your —— 
community. ; on the shores of Lake 


WINNETKA, ILLINOIS 
American Medical Association, 535 North Dearborn St., Chicago 10 


—for psychiatric treatment and research 


treatment 
of emotional 
disorders 


2900 E. DEL MAR BLYD. 
SY 3-7193 * MU 1-9339 


INTERNAL MEDICINE 
NERVOUS DISORDERS 


W. Thompson, M.D., F.A.C.P., Director 


PASADENA, CALIFORNIA 


MARYLAND—DOCTORS HOME AND OFFICE COM- OHIO—-HAVING ACCEPTED FULL TIME POSITION, FOR RENT 
prestige: 000- my office and practice are available; carpeted, acoustic 
eaving to specialize; growing residential area in Tow- tile ceilings, air-conditi 1 and wired for intercom f 
son. Box 8226 P, % AMA. and radio: approximately 1200 square feet first floor, | OFFICE FOR SPECIALISTS; SHARE DENTISTS 

cently tructe “carefully pis 1 or waiting room, private building; near apartment de- 

MINNESOTA —WELL ESTABLISHED PRACTICE IN | physicians, two doots trom corner deur store and about | velopment. Phone, Ce 9-7800 after 3:00; near Cedar- 
northern Minnesota; unopposed; gross $50,000 could be oidway between th per rs Ae tre hurst RR, Cedarhurst, New York, T 

ay three hospitals; parking area. John 
increased; good income immediate ly; excellent 10 room MV 

. . Van Dyke, MD, 836 Auburn Place, N. W., Canton 
office, fully equipped, beautiful new, modern 20 bed ~ OFFICE FOR RENT—CORNER OGDEN & RIDGE- 
local hospital; home available; city of 2,000; county 3, Ohio. I ve 
6,000; no other doctor in county; good hunting and land Avenues, Berwyn, Lilinois; owner, rear apartment 
fishing; available immediately; one ‘of best opportunities | OHIO—EXCELLENT OPPORTUNITY FOR ANYONE upstairs, Otto Von Drasek, Telephone: Gu-4-4827.  T 
in Minnesota. Box 8251 P, % AMA. interested in general practice in growing community of 

13,000 near Lake Erie; hospital in town; leaving to OPPORTUNITY AVAILABLE CONNECTICUT, NEW 

MINNESOTA — SOUTHERN; GENERAL PRACTICE specialize July 1, 1959. Box 8219 P, % AMA. Britain, general practitioner; office space available; am- 
available July, 1959; unopposed, office equipped; home ple parking, reasonable rental; no other MD in this 
available: specializing ; ideal for new graduate. Write: PENNSYLVANIA—WELL ESTABLISHED SURGICAL rapidly expanding area, good housing, shopping, hos- 

_ AM and general in the rapidly growing area of Delaware pitals, schools, all religious faiths available; no invest- 

"alle t. Phone or write: Mr. Yusciewitz, 208 Hillhurst 

MI Ri — GENERAL PRACTITIONER; DIED: Valley; new hospital and schools; home and office suite 4 
ja “gpa pone in growing community near on beautiful lawn; need for young practitioner in town; Avenue, New Britain, Connecticut, Baldwin 3-5819. T 
St. Louis; wiy local hos- retiring. Box 8224 P, % AMA. 
pital; terms considered. Contact: Mrs, pre Mein- FOR RENT OR LEASE--FULLY EQUIPPED, AIR CON- 
tire, 140 Prairie Haute, St. Charles, Missouri. P | PENNSYLVANIA — ACTIVE LONG ESTABLISHED ditioned EENT department in northern Illinois group; 

general practice; northeastern Pennsylvania; home office lease can be arranged on a percentage base; this offers 

NEW JERSEY—FOR SALE; GENERAL, AND SPE- combination in small industrial town and pleasant rural excellent opportunity to obtain established office and 
cialty of metabolic obesity; Central Haddonfield, New community; reasonable; new local fifty bed hospital; do good location. Box 8119 T, % AMA 
Jersey; 7 miles from Philadelphia ; fully equipped rented any kind of work you wish; good churches and school; 
suite including reducing salon; complete records of 5 liberal terms; retiring July: Box 8082 P, % AMA. FOR LEASE COMPLETELY EQUIPPED 1,800 
will introduse: 3% square feet office to share with established young gen- 
lease remaining; moving to far west. rite: KE. 8. 
Sane, MD, tis Haddon Avenue, “Haddonfield, ne: | TEXAS —GULF COAST AREA; PRACTICE PRAC- eral practitioner: central location; Canoga Park, Cali- 
Jersey. P| tically unopposed; grossing $30,000 to $40,000; serving fornia. Writ 8156 McNulty Avenue, Canoga Park or 

6,000 population; equity in clinic and practice $1,000 call Diamond 7-6185. » 4 

NEW JERSEY—NORTHERN, 6 YEAR OLD; 5 ROOM down, balance at percentage of gross; Stephen Young- , me. 
ffice, 4 bedroom home; wealthy community; near hos- berg, Box 1005, Port Isabel, Texas, Whitehall 3-2855. P SHERWOOD MEDICAL CENTER, SECOND UNIT; 10 
pitals; practice, internal medicine included ; will intro- suites under construction; ready July 1, 1959; first unit 
Guee; peed location for radiologist, ENT. Box 8253 P, | wasHiNGTON — WELL ESTABLISHED GENERAL fully leased including pharmacy and laboratory; popu 
oe practice netting over $20,000; college town 25,000; lation 111,000; MDs 60; brochure available. 9602 ome 


Ww > recreational facilities include skiing, horseback riding, Avenue, Anaheim, California. 
hunting, fishing, boating; leaving specialize July 1; 
fact ties; completely equipped office and files; corner $200 monthly. Box 8104 P, % AMA. 
house, center of village on Main Street; gross income REAL ESTATE FOR SALE 
$25-30 leaving to specialize. WISCONSIN GENERAL PRACTICE OF RETIRED 
Hox 115, York doctor; formerly grossing $30,000; office, home combi- | FLORIDA AND WILL SACRIFICE MY 
nation; 4 room office and dark room, six room apart- » in Fort Lauderdale for quick sale; four bed 
NEW YORK — ACTIVE GENERAL PRACTICE; 12 ment; electric kitchen and laundry appliances in; large ner wre os sol, ate: Write: ari §. Devis, MD 
in yates village ; sale with house- landscaped lot; reasonable down, balance from prac- net avis, 
compination;, good, open sta nearby: | AMA Dut likes Belvidere, 
¥ 


fo AMZ 


NEW YORK-—PRACTICE FOR SALE; LARGE GEN- APPARATUS ETC. FOR SALE 
home semi-detac leens age, ng Is- ALL ME ‘AL PURPOSES: BOUGHT, 

New York: leaving city, will introduce. Box | LARGEST STOCK OF USED-RECONDITIONED AND 1 ptt game gi pan by physician 
8060" P, % AMA. surplus x-ray equipment in America; all makes, models 
of diagnostic and therapy units; delivered, installed, Z 

NORTH CAROLINA — ESTABLISHED GENERAL | — guaranteed and serviced. Write for details of deferred Quincy, Hlinois. 
practice; city 175,000; with or without equipment and | payment plan and new accessory price list to: The 
records; terms to’ be ‘arranged; will introduce. Reply: | Kramer X-Ray Company, Inc., 217 E. 23rd Street, New 
Box 8196 P, % AMA. York 10, New York. Q MEDICAL WRITING 


RADIUM 


OHIO-GROWING CITY OF 54,000; ACTIVE .GEN- | USED PHYSICIANS HOSPITAL AND LABORATORY | MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
$35,000; five room office and equipment in excellent equipment bought and sold; large stock on hand. Harry commercial; manuscripts over 5,000 words not acer pted 
central location; technician-seeretary available to trans- Wells, 400 East 59th Street, New York City 22, New American Medical Writers’ Association, WCU Building, 
fer patients. Box 8225 P, % AMA. York. Qa Quincy, Iinois 
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FLEXIBILITY 


in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 


... the type and amount of carbohydrate 
... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience ... for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed 
to babies 


Added vitamin D in required amounts 
Maximum nourishment—minimum cost to parents 


PET MILK COMPANY, ST. LOUIS 
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TABLETS 
Pote ANTISECRETORY ANTICHOLINERGIC SEDATIVE 


For unsurpassed results in PEPTIC ULCER 
prescribe Monodral wits Mebaral in conjunction 
with 
PIONEER 


ALUMINUM 
HYDROXIDE GEL 


penthienate); e Fast Acting Reactive Gel Creamalin liquid — 8 and 16 fl. oz. 


_ Mebaral (brand of mephobarbital).and @ Protective Coating Creamalin tablets — bottles of 50 and 200. 
-amalin, trademarks reg. U.S. Pat. ; 
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NEW YORK 18,N Y 


Only the label tells you the B-vitamins are present 


wi-S? 
nits 
8 
tad 1,000 ne: 
Vita pie me d 


first vitamin product ever 
with tasteless B 


ewe, improved Poly-Vi-Sol® tablets 


6 essential vitamins, Mead Johnson 


? 


® Improved formulation—20% more 
vitamin C and more B-complex, too. 


® Now adequate for children of all ages. 


a ® Delicious, and do not contain carbo- 
‘ hydrates which promote dental caries. 


She’s eager for vitamin time 
because the typical B-vitamin 
taste and odor have been masked. 


\ Mead Johnson 


Symbol of service in medicine 
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